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INCIDENCE OF MALIGNANCY IN TOXIC AND NONTOXIC 


Many papers have appeared during the past 10 years 
calling attention to the high incidence of cancer among 
nontoxic nodular goiters that are surgically treated. Dif- 
ferent authors have presented their data in somewhat 
different ways. Most have included patients with known 
cancer, patients suspected of having cancer, and patients 
thought to have benign goiter in a single group and have 
given the percentage of cancer found in resected speci- 
mens for the entire group. Many have indicated that 
cancer was found much more commonly in thyroid 
glands with single nodules than in multinodular glands.’ 
Others have pointed out, however, that it is very difficult 
to determine clinically just how many nodules there are 
in a particular gland and that preoperative classification 
on this basis is of relatively little value.* Some have 
stated that nodular goiters are more likely to be can- 
cerous in men than in women.* All authorities appear 
to agree that cancer is not common in toxic goiter. 
Many authors have made the mistake of applying 
surgical statistics to the population at large, without con- 
sidering whether their patients constituted a representa- 
tive sample of the population. They have assumed that, 
if 5% of nontoxic nodular thyroid glands that are sur- 
gically treated contain cancer, the same must be true of 
the glands that are not operated on. Such an assumption 
is incorrect, of course, since it implies a complete lack 
of selection of the patients referred for operation. Ac- 
tually, as was recently reemphasized by Crile and 
Dempsey,* there is a great deal of selection, both by the 
patients themselves and by the various physicians who 
see them prior to surgery. Relatively few nontoxic goiters 
are operated on. These are selected by a process that 
statistically favors cancer and tends to exclude asympto- 
matic benign nodules. The extent of this selection—and 
hence the correction that must be used to make the 
surgical statistics applicable to the population at large— 
is not known for most communities. Crile and Dempsey 


NODULAR GOITER 


Joseph E. Sokal, M.D., New Haven, Conn. 


estimated that at least a tenfold concentration of cancer 
had been achieved in the cases in which operation was 
done at the Cleveland Clinic. 

In toxic goiter, however, the situation is quite differ- 
ent. Until relatively recently, surgery was the only ther- 
apy available for hyperthyroidism and it is still the most 
commonly used treatment for this disease. The surgical 
experience with toxic goiter, therefore, includes the great 
majority of all cases in which this diagnosis was made. 
There is no reason to believe that exclusion of the mi- 
nority that was not operated on has affected the statistics 
on cancer incidence more than slightly. The surgical 
data may thus be accepted as valid for all toxic goiter 
in this regard. It is the purpose of this paper to review 
some of the American statistics on goiter and on thy- 
roid cancer, to call attention to some of the erroneous 
conclusions that have resulted from the study of un- 
representative samples, and to attempt to estimate the 
incidence of malignancy in an unselected group of per- 
sons with nontoxic nodular goiter. 


TOXIC GOITER AND THYROID CANCER 


The frequency of hyperthyroidism in the United States 
is unknown. It is possible, however, to estimate its order 
of magnitude. An extensive survey of illness in this coun- 
try, based on a door-to-door canvass of a carefully se- 
lected population sample of 2,500,000, revealed that the 
prevalence among adults of all thyroid and parathyroid 
disease, disabling and nondisabling, was 0.8%. The 
prevalence of thyroid disease that caused one week or 
more of disability during the study year was 0.06%. 
Certainly, clinical hyperthyroidism would fall closer to 
the latter category than to the former. 

Hospital statistics indicate a similar order of magni- 
tude for the incidence of hyperthyroidism. Rogers and 
others ° reported that 0.24% of 544,000 patients ad- 
mitted at the Boston City Hospital, Massachusetts Gen- 
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eral Hospital, and Johns Hopkins Hospital were operated 
on for toxic goiter. At the Michael Reese Hospital, Chi- 
cago, there were 1,437 such surgical cases in an 18 year 
period. These cases would represent about 0.5% of 
admissions to that institution. Obviously, these figures 
have to be corrected upward to cover admissions of hy- 
perthyroid patients who did not have surgery. At the 
New Haven Hospital, hyperthyroidism was noted in 


TABLE 1.—Association of Thyroid Cancer and Hyperthyroidism 


Thyroid Cancer 
aaden i 
Hyper- 
Institution Period Cases’ thyroid 
1917-1947 696 97 


— 
Total 


Mayo Clinic: Beahrs and others 2; 
Friedell, M. T.: Arch. Surg. 43: 386- 
396 (Sept.) 1941 

Cleveland Clinic: Crile, G., Jr.: Surg., Prior to 249 
Gynee. & Obst. 62: 995-999, 1936 1936 

Lahey Clinie: Hare, H. F., and Salz- Prior to 
man, F. A.: Am. J. Roentgenol. 63: 
881-888, 1950 

Johns Hopkins Hospital: Ward, G. E.; 
Hendrick, J. W., and Chambers, 
R. G.: Ann. Surg. 131: 473-493, 1950 

Yale University School of Medicine 

Boston City MOapital... ccccccvccsccece 

Johns Hopkins Hospital: Rogers and 
others © 

Massachusetts General Hospital 

University of Pennsylvania Hospital: 
Horn, R. C., Jr., and others: Ann. 
Surg. (26: 140-155, 1947 

Illinois Research Hospital: Cole and 
others '4 

Aggregate of smaller series 


1923-1953 
1931-1942 
1940-1944 


1937-1944 
1933-1944 


1936-1948 


Percentage of thyroid eancers associated with hyper- 
thyroidism 9.6 


0.37% of 220,000 patients admitted in the 20 years 
from 1932 through 1951. This includes cases in which 
operations were not done. 

Statistics based on patients, rather than admissions, 
would be more meaningful than the hospital data pre- 
sented above. Exact figures are not available, but about 
1,000 patients with hyperthyroidism have been seen at 
the New Haven Hospital during the past 30 years out 
of somewhat over 400,000 persons registered as in- 
patients or outpatients in this period. It will be noted 
that inclusion of outpatients results in an appreciable 
decrease in the frequency of hyperthyroidism. Almost 
certainly a further reduction would be noted if the entire 
community were included; it is inconceivable that hyper- 
thyroidism should be equally frequent among persons 
whose cases never appear in hospital files. 

It appears reasonable to conclude that the prevalence 
of hyperthyroidism in the United States can be no more 
than 0.5% of the adult population and is probably sig- 
nificantly less—perhaps in the neighborhood of 0.2%. 


Various medical centers in this country have listed the 
association of thyroid cancer and hyperthyroidism (table 
1). The table includes all series encountered in the litera- 
ture that give such information with one exception, 





6. Zimmerman, L. M.; Wagner, D. H.; Perlmutter, H. M., and 
Amromin, G. D.: Benign and Malignant Ep'thelial Tumors of the Thyroid 
Gland, Arch. Surg. 60: 1183-1198 (June) 1950. 

7. Schlesinger, M. J.; Gargill, S. L., and Saxe, I. H.: Studies in 
Nodular Goiter: Incidence of Thyroid Nodules in Rout'ne Necropsies in 
a Nongoitrous Reg on, J. A. M. A. 110: 1638-1641 (May 14) 1938. 

8. Coller, F. A.: Adenoma and Cancer of the Thyroid: A Study of 
Their Relation in 90 Primary Epithelial Neoplasms of the Thyroid, 
J. A. M. A. 92: 457-462 (Feb. 9) 1929. 
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which will be considered below. It is seen that 9.6% of 
thyroid cancers were found in hyperthyroid Persons; 
however, such persons constitute perhaps 0.2% anq 
certainly no more than 0.5% of the population. It is quite 
evident that thyroid cancer is much commoner among 
hyperthyroid than among euthyroid persons. The differ. 
ence in incidence must be at least twentyfold. 

Thyroid nodules are premalignant lesions. We must 
consider whether the increased incidence of cancer jn 
hyperthyroidism can be accounted for by the higher 
incidence of nodular goiter in that disease. One-third of 
toxic goiters in a series studied were nodular (table 2), 
This is four times the incidence of nodular goiter in an 
autopsy series in Boston,’ one and one-half times the 
incidence in Chicago, and two-thirds the incidence in 
Minneapolis. Such autopsy studies probably yield some- 
what exaggerated figures for the frequency of thyroid 
nodules. However, even if this is taken into account, it 
is apparent that the difference in the incidence of nodules 
is not great enough to account for all the difference in 
cancer incidence between hyperthyroid and euthyroid 
persons. 

Finally, the series reported by Coller * may be con- 
sidered. This material was derived from a study of an 
intensely goitrous population with an 80% incidence of 
adenomatous goiters, 15% of which were of the exoph- 
thalmic type (autopsy data). In this population nodular 
thyroids must have been about as common among euthy- 
roid as among hyperthyroid persons. Yet almost half of 


the thyroid cancer was associated with hyperthyroidism, 
indicating again that cancer is much more likely to occur 
in a hyperactive gland, other factors being equal. 

Data have been collected on the reported incidence 
of malignancy in toxic goiter (table 3). Cancer was 
found in 0.94% of nodular toxic goiters and in 0.15% 


TABLE 2.—Frequency of Nodular Goiter in Hyperthyroidism 


Surgical Specimens 
 seempames 7 
Institution Period Nodular Diffuse 
Mayo Clinic: Beahrs and others 8.... 1938-1947 2,229 8,029 
Michael Reese Hospital: Zimmerman 1930-1948 714 723 
and others ® 
Boston City Hospital 
Johns Hopkins Hospital: Rogers and 
others 5 
Massachusetts General Hospital 
University of Pennsylvania Hospital: 
Horn, R. C., Jr., and others: Ann. 
Surg. 126: 140-155, 1947 
Mercy Hospital and University of 
Pittsburgh: Fisher, E. R., and 
Fisher, B.: Am. J. Surg. 82: 202-208, 
1951 
Aggregate of smaller series........... 677 


4,484 


36% 


1931-1942 
1940-1944 


1937-1944 
1933-1944 


1933-1949 


of the diffusely hyperplastic thyroid glands. From the 
data in tables 2 and 3, we may construct a hypothetical! 
population with toxic goiter. Of 20,000 hyperthyroid 
patients, 7,200 would have nodular thyroid glands. Of 
these, 68 would have cancers. Among the 12,800 dif- 
fusely hyperplastic glands, there would be 19 cancers. 
There would be a total of 87 cancers in this group of 
20,000 patients. 
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EXTRAPOLATION TO NONTOXIC GOITER 

From the data presented above, it is possible to make 
certain extrapolations to nontoxic goiter and to draw 
some conclusions regarding the frequency of thyroid 
cancer in the euthyroid population. Since thyroid cancer 
js at least 20 times as common among hyperthyroid as 
among euthyroid persons, it follows that, if the thyroid 
olands of 20,000 euthyroid adults were extirpated and 
examined microscopically, no more than four cancers 
would be found. The bulk of thyroid cancer arises in 
preexistent nodular goiter. In some series, three-fourths 
of cancers developed in this way. We may therefore 
assign three of the four cancers in this euthyroid popu- 
lation to those persons with thyroid nodules, leaving one 
cancer for the nongoitrous or diffusely enlarged glands. 

Now we must estimate how many persons in our popu- 
lation have nodular thyroid glands. It is generally agreed 
that thyroid nodules are quite common, especially among 
older persons, even in nongoitrous areas of the country. 


TABLE 3.—Incidence of Malignancy in Toxic Goiter 
Surgical Specimens 


Fon ee ait a ole aioe ce 
Nodular Goiter Diffuse Goiter 





ud iacisapmniaii altima = 
Malig- Malig- 
Institution Period Total nant Total nant 
Mayo Clinic: Beahrs and 1938-1947 2,229 26 8,029 14 
others 2 
Mayo Clinic: Herbst, W. 1901-1921 eccce ee 5,867 0 
P., Jr.: Ann. Surg. 79: 
488-494, 1924 
University of California Through eocce ee 1,900 1 
Hospital: Ward 8 1943 
Boston City Hospital.... 1931-1942 
Johns Hopkins Hospital: 1940-1944 
Rogers and others 5 377 8 907 2 
Massachusetts General 1937-1944 
Hospital 
Mercy Hospital and Uni- 1933-1949 208 4 881 0 
versity of Pittsburgh: 
Fisher, E. R., and Fisher, 
B.: Am. J. Surg. 82: 202- 
208, 1951 
Lahey Clinic: Lahey and  .......00 1,175 7 Senco oe 
Hare 1» 
Illinois Research Hospital: 1936-1948 378 4 517 1 
Cole and others 1 
Aggregate of smaller series ........ 644 3 767 3 
DUtiiasedesesees oscanenon 5,011 47 13,868 21 
Percentage of malignant goiters...... 0.94 0.15 


The most conservative figures for the incidence of thy- 
roid nodules are those of Schlesinger and others,* based 
on autopsy material in Boston. Crude age and sex stand- 
ardization of their data indicates that about 8% of an 
adult population may be expected to have palpable thy- 
roid nodules. That is, 1,600 of our hypothetical popula- 
tion will have nodular goiter. Three cancers (at most) 
will be found among these persons. One cancer will be 
found among the 18,400 who have no goiter or diffuse 
goiter. The results of the above calculations for both the 
hyperthyroid and the euthyroid populations have been 
summarized (table 4). These figures indicate that histo- 
logical examination of randomly selected nontoxic nodu- 
lar goiters would show cancer in no more than 0.2% of 
the goiters. 


INCIDENCE OF THYROID CANCER AND OF 
NODULAR GOITER 

Another estimate of the incidence of malignancy in 

nodular goiter may be reached through a comparison of 

the frequency of the two conditions. The simplest (and 

probably the most meaningful) way to make the calcu- 
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lation is in terms of the total hazard to a person with 
an average life span. This differs from the approach in 
the preceding sections, which dealt with findings and 
probabilities at a single arbitrarily selected time in a 
patient’s life. 

Thyroid cancer is two to three times commoner among 
women than men. However, since the incidence of thy- 
roid nodules is also two to three times greater among 


TaBLE 4.—Possible Incidence of Thyroid Cancer Among 
Randomly Selected Persons* 


Diffuse Total 


Nodular Malig- Goiter or Malig- No. of 
Group Goiter nant No Goiter nant Cancers 
20,000 hyperthyroid 7,200 68 12,800 19 87 
patients 
20,000 euthyroid 1,600 3 18,400 1 a 


adults 


* Based on hypothetical population samples. 


women,* the risk of cancer per patient with nodular 
goiter will be essentially the same, and both sexes may 
be considered together. A conservative estimate of the 
number of persons likely to have thyroid nodules at some 
time in their lives may be made by using the data of 
Schlesinger and others for patients over 40. This gives 
a figure of slightly over 10%. 

Cancer of the thyroid represents 0.5% of clinical can- 
cer.* In about 20% of persons, cancer develops at some 
time before death. Therefore, in about 0.1% of the popu- 
lation, or one person in a thousand, thyroid cancer will 
develop at some time during life. Not all thyroid cancer 
arises in preexistent nodules. So, in less than one person 
per thousand will cancer develop in a nodular goiter; 
however, over 100 persons will have thyroid nodules at 
some time. Therefore, the cumulative lifetime risk of 
cancer developing in a thyroid nodule must be less than 

%. These data have been presented in more detail, 
with the probabilities calculated for 10,000 patient lives 


(table 5). 
CRITERIA 


The papers reviewed here constitute a major fraction 
of the pertinent American literature. I have tried par- 
ticularly to include all of the larger series reported during 
the past 25 years. This is in no sense a complete review 
of the subject, however. Undoubtedly, some important 
papers have been missed; I hope that not too many have 


TaBLeE 5.—Cumulative Lifetime Risk of Goiter and of Thyroid 
Cancer in 10,000 Patient Lives 


Probability 


= en, 

Event Patients Percent 
Thyroid cancer developing at some time......... 11 0.11 
Thyroid cancer arising in nodular goiter......... ~ 0.08 
Nodular goiter developing at some time......... 1,000 10.00 
Risk of cancer developing in a nodular goiter... 8/1,000 0.80 


been overlooked. The statistics reviewed are obviously 
inhomogeneous. They reflect experience in different areas 
of the United States during decades that saw changes in. 
the diagnostic and therapeutic approaches to thyroid 
disease and in the clinical material seen. Criteria for the 
diagnosis of cancer and of hyperthyroidism undoubtedly 
differed among the various institutions represented and 
during the different years covered by this survey. 





9. Sokal, J. E.: Occurrence of Thyroid Cancer, New England J. Med. 
249: 393-397, 1953. 
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A reviewer cannot impose his standards upon the 
authors whose work he considers. He may, of course, 
exclude reports that do not meet criteria that he estab- 
lishes. Such a course, however, is associated with the 
serious danger that material may be favored that tends 
to prove what the reviewer believes. Furthermore, the 
reader of such a review has no way of knowing just how 
much censorship has been practiced. The alternative 
approach, followed in this study, is to include all reports 
that bear on the subject under consideration. When this 
is done, inhomogeneity and some degree of inconsistency 
become inevitable. 


The criterion used in this paper for the diagnosis of 
cancer, of hyperthyroidism, and of nodular goiter is that 
such diagnoses were made by presumably competent 
physicians. Most of the authors cited did not indicate 
their criteria for the diagnosis of hyperthyroidism, and 
many did not do so for the diagnosis of cancer. Almost 
certainly, thyroids were called toxic, or cancerous, by 
some authors when these thyroids would not be accepted 
as such by others or by me. How much of the inhomo- 
geneity was due to the differences in diagnosis and how 
much was due to geographical variation, I cannot say. 
In any case, speculation over the differences between 
data from such centers as the Mayo Clinic and the 
Cleveland Clinic, for example, does not appear relevant 
to the main purpose of this study. It is emphasized that 
the material considered here represents the published 
experience of men from some of the leading medical 
centers in this country. If errors have been made in his- 
tological interpretation, they are such errors as would be 
made by better than average pathologists. If patients 
have erroneously been considered hyperthyroid, they 
have been considered so by some of the better American 
clinicians. The aggregate of the data presented here 
should approximate what was seen, or what was thought 
to be seen, by competent physicians at better than aver- 
age institutions during the second quarter of this century. 


In the various calculations above, I tried to give the 
benefit of every doubt to the proposition that has been 
disproved: that cancer is common in nontoxic nodular 
goiter. Thus, a high figure for the incidence of hyper- 
thyroidism was used, the lowest published figures for the 
frequency of nodular goiter were accepted, and it was 
assumed that at least three-fourths of thyroid cancer 
arose from preexistent nodular goiter. These calcula- 
tions, therefore, yielded a figure that should represent 
not the probable but the maximum possible incidence 
of malignancy in nontoxic goiter. Probably the weakest 
element in the calculations is the estimate for the inci- 
dence of nodular goiter in the American population. 
Although the lowest available figure was used, it may 
still be too high. The autopsy statistics on thyroid 
nodules are open to the same type of criticism as the 
surgical statistics are; the sample examined is not repre- 
sentative of the total population. The thyroid gland is 
not examined in all autopsies. It is more likely to be 
examined in the presence of goiter than in its absence. 





10. McSwain, B., and Diveley, W.: Malignant Tumors of the Thyroid 
Gland, Surgery 23: 525-541, 1948. 
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Therefore, autopsy data may suggest too high an inci. 
dence of thyroid nodules. On the other hand, the figures 
given by Schlesinger and others are too low in some 
ways. Their material comes from one of the least goitrous 
areas of the United States. Schlesinger and his associates 
excluded nodules smaller than 1 cm. and nodules whose 
size was not stated. All in all, it is likely that their 
figures, if too high, are not very much so and that 
any resultant error is more than compensated by the 
weighting of these calculations in the opposite direction 
throughout. 


KNOWN CASES OF THYROID CANCER 

A check on the calculations in this paper may be ob- 
tained by comparing the indicated frequency of thyroid 
cancer with the known prevalence of the disease. (Equal 
figures should not be expected in such a comparison, 
since the incidence suggested in table 4 includes occult, 
as well as diagnosed, cancer. It is quite possible, in view 
of the slow growth and relatively benign course of many 
thyroid cancers, that the occult malignancies may repre- 
sent a very significant fraction of the total.) There are 
at any time about 25 cases of diagnosed thyroid cancer 
per million of population.® In an essentially adult group 
with a preponderance of females, such as is represented 
in the surgical series reviewed in this paper, there would 
be two or three times as many, or 50 to 75 per million. 
However, the figures in table 4 suggest that examination 
of a million such thyroid glands might reveal 220 can- 
cers. It is apparent that those figures are generous, even 
if it be assumed that there are one or two unrecognized 
cancers for each one diagnosed. Thus the objective of 
arriving at a high estimate for the incidence of cancer in 
nontoxic goiter has indeed been achieved. 


The conclusion that cancer is commoner in toxic than 
in nontoxic goiter makes much more sense theoretically 
than the opposite hypothesis, which was accepted by 
many. We know that neoplasia often follows hyper- 
plasia, but it is difficult to understand how hyperthyroid- 
ism could protect against cancer! The only significant 
discrepancy in this regard is in the data from the Cleve- 
land Clinic, which indicate a much lower association of 
thyroid cancer and hyperthyroidism than the average 
given in table 1. As has been stated above, discussion 
of such inconsistencies is beyond the scope of this paper. 
It is known, however, that the material from the Cleve- 
land Clinic contained a relatively large proportion of 
advanced cancers. In some such cases, as will be illus- 
trated below, almost all thyroid tissue may be replaced 
by tumor. It is quite possible that such functional thy- 
roidectomy may have taken place in some patients who 
originally had toxic goiter, and that these patients were 
classified as euthyroid or hypothyroid at the time that 
the diagnosis of cancer was made. Such a phenomenon, 
occurring in a presumably euthyroid person, is described 
by McSwain and Diveley.'® Their patient was found to 
be hypothyroid, with a basal metabolic rate of -32%, 
before the diagnosis of cancer was established. 

The statement that fewer than 0.2% of nontoxic 
nodular goiters are cancerous will seem strange to read- 
ers accustomed to estimates for this incidence ranging 
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from 4 to 17%. The former statement is consistent with 
all available data on the frequency of nodular goiter and 
thyroid cancer, while the latter figures most certainly 
are not. For example, goiter is common in the Chi- 
cago area. There may be 300,000 or more persons with 
nodular goiter in that city. One of the leading thyroid 
surgeons in Chicago reported a 17% incidence of car- 
cinoma in nontoxic nodular goiter.’* This figure, applied 
to the city as a whole, would indicate the presence of 
perhaps 50,000 thyroid cancers. Yet, this internationally 
known authority saw fewer than five cases per year dur- 
ing a 12 year period! At another well-known institution, 
one of the largest general hospitals in Chicago, only 
three cases per year were seen over an 18 year period.* 
Similar figures are reported from many other hospitals. 
It is obvious that thyroid cancer is much too rare a dis- 
ease to make tenable even the lowest incidence cited in 
surgical reports on nodular goiter. 


SELECTION OF CASES 

The fact that some clinics report a high incidence of 
cancer in their surgical experience proves that a good 
deal of preoperative selection is taking place, and not 
that nodular goiter is a dangerous disease. This was 
pointed out a generation ago by Coller, who wrote: 

The ratio of carcinoma to goiters removed varies with the 
clinic from 1.2 to 4.6 per cent, but this gives an exaggerated 
idea of the dangers of the adenoma as a precancerous lesion. 
As Balfour pointed out, patients with cancer of the thyroid 
eventually seek surgical aid, while the majority of persons 
with adenomatous goiters are not operated on. The true in- 
cidence of carcinoma in adenoma cannot be stated, but it 
would be very much less than any figures we have at present. 
The adenoma is a precancerous lesion but the true incidence 
is so small that it should not be a great cause for anxiety 
to the person with an adenomatous goiter... . 


The statement has been made that nodular goiter is 
more dangerous in men than in women.* When the evi- 
dence for this is examined, it is apparent that this con- 
clusion, too, is drawn from the study of unrepresentative 
samples and is not valid. As has been pointed out above, 
the risk of developing cancer in a nodular goiter is about 
the same for the two sexes. However, most surgical 
series contain a disproportionate number of women. In 
some, 10 times as many women as men had nontoxic 
goiters removed.*® The cancers found were distributed in 
the usual ratio, which resulted in a higher percentage of 
cancer being noted among the male patients. This proves 
not that goiter is more dangerous in men but that women 
are more likely to have operations for benign lesions 
for cosmetic or other reasons. 

No distinction has been made in this paper between 
uninodular and multinodular glands, for two reasons. 
First, not enough statistical data would have been avail- 
able for such analysis, since the great majority of the 
material cited was not classified on that basis. Second, 
many reports indicate that clinical differentiation be- 
tween uninodular and multinodular glands is subject to 
very great error. The Mayo Clinic has had the most 
experience with thyroid cancer in this country, since 
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over 1,000 cases have been treated here. At that institu- 
tion the attempt to distinguish uninodular from multi- 
nodular glands preoperatively has been abandoned.’ 

Theoretically, it seems unlikely that cancer would 
develop more frequently in uninodular than in multi- 
nodular glands. If one thyroid nodule is a precancerous 
lesion, it is difficult to see why two nodules should not 
be two precancerous lesions. Of course, cancer usually 
grows as a single mass. A carcinoma might well arise in 
a multinodular gland and in the course of its growth 
destroy other nodules as it involves more and more of 
the thyroid. Such a lesion, when finally extirpated, might 
well be classified as uninodular. A surgical series con- 
taining many advanced cancers might thus give the im- 
pression that single nodules were the more dangerous. 
The following case furnishes an excellent example of the 
changes in nodularity that may take place over a period 
of years. 

REPORT OF CASE 

A white Italian-born laborer gave a history of goiter since 
age 35. He was first seen at the New Haven Hospital in 
1927, when he was 49, for gastrointestinal complaints. Mod- 
erate enlargement of the right lobe of the thyroid was noted 
at this time, and two firm nodules were described: one, 2 
cm. in diameter, at the junction of the right lobe and isthmus, 
and the second, very small, in the left lobe. At a clinic visit 
in 1931, essentially the same findings were noted. In 1938, 
this patient was examined by several experienced physicians 
and presented at a tumor conference. The goiter had increased 
in size. All observers agreed that there were several firm to 
hard nodules palpable. All but one of the nodules was in the 
right lobe. The clinical impression at this time was benign 
multinodular nontoxic goiter. The patient refused thyroid- 
ectomy. He was next seen in 1940, after several weeks of 
more rapid growth of the goiter and after the appearance of 
nodes on both sides of the neck. The right lobe of the thyroid 
was noted to measure 9 by 9 cm. and the left lobe 4 by 4 
cm. No nodules were described. There was extension behind 
the sternocleidomastoid and into the mediastinum. The im- 
pression was that the patient had carcinoma. A lobectomy was 
performed on the right side. The surgical specimen weighed 
180 gm. and was described as a well-encapsulated ovoid mass 
of uniform consistency throughout. There were no nodules, 
On microscopic examination the thyroid was found to be 
completely replaced by carcinoma, except in one small ridge 
on the outside of the gland. 


SUMMARY AND CONCLUSIONS 
Thyroid cancer arises more frequently in toxic than 
in nontoxic goiter. The risk of cancer is small in all types 
of goiter. About 1% of toxic nodular goiters are malig- 
nant. The incidence of cancer among unselected non- 
toxic nodular goiters is probably less than 0.2%. The 
cumulative lifetime risk of cancer for a patient with non- 
toxic nodular goiter is probably less than 1%. The risk 
in diffuse goiter is even lower. The risk of cancer in 
nodular goiter is approximately the same for women as 
for men. Cancers that develop in multinodular glands 
may destroy nodules in the course of their growth, with 
the result that the goiters may be classified as uninod- ' 
ular, or even diffuse, by the time thyroidectomy is per- 
formed. No valid evidence has been encountered in the 
literature that will justify the classification of apparently 
benign goiters as dangerous because they appear to con- 
tain single nodules. 
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The basic objectives of wound management are to 
prevent or cut short infection in contaminated wounds, 
to eliminate the septic process in already infected and 
suppurating wounds, and, in each, to obtain sound heal- 
ing. Surgical treatment of such wounds is designed to 
achieve these objectives with a maximum preservation 
of tissue, a minimum of scar, and a maximum return of 
function of the part in a minimum of time. Wound infec- 
tion may be classified on a clinical basis as invasive 
infection, wound suppuration, or surface infection. 


Invasive infection is characterized by bacterial inva- 
sion and destruction of living tissue. Typical examples 
are hemolytic streptococcic infections and true gas gan- 
grene. In anaerobic invasive infection, bacteria such as 
Clostridia, capable of causing gas gangrene, or hemolytic 
cocci in symbiosis with facultative anaerobes, take hold 
in devitalized tissue and then proceed to invade and kill 
living tissue. Even aerobic invasive infection is more 
likely to develop in a wound containing dead tissue. 
Wound suppuration is a localized suppurative process. 
Bacteria perhaps incapable of producing invasive infec- 
tion cause septic decomposition into pus of dead and 
devitalized tissue, including blood clots in dead space, 
which has remained in the wound or developed there 
from prolonged exposure. This is the usual post-trau- 
matic or postoperative infection and is by far the com- 
monest type of wound infection. Surface infection is also a 
localized suppurative process caused by bacteria perhaps 
incapable of producing invasive infection. The bacteria 
act upon wound exudate from the raw surfaces of open 
wounds, granulating surfaces, and burns. Needless to say, 
both invasive infection and deep or surface wound sup- 
puration can be present in the same wound, and one pre- 
disposes the wound to the other. For the purpose of this 
discussion, they are considered separately. It is worthy of 
note that invasive infection is life-endangering; wound 
suppuration of itself is not, but it may vastly increase 
morbidity and permanent disability. 

A clear understanding of the basic pathology of all 
septic wounds is essential. The precursor of each type of 
infection is dead tissue, including blood clots in dead 
space and even wound exudate. By bacterial action the 
dead tissue is decomposed into pus. The pus gravitates 
into all of the crevices of the wound and bathes all of the 
tissues with which it comes in contact. Proteolytic en- 
zymes in this pus gradually necrotize living tissue, there- 
by creating additional devitalized tissue, which, in turn, 
decomposes into more pus. Thus a vicious circle is estab- 
lished of persisting suppuration and continuing necrosis 
of living tissues. To prevent or eliminate wound suppura- 
tion and achieve healing, the wound must be freed of 
dead and devitalized tissue by débridement; it must be 
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closed by suture or skin graft at the proper time, to pre- 
vent accumulation of wound exudate and also to protect 
certain tissues that will die if they remain exposed; and 
its bacterial flora must be inactivated with antibiotic 
agents. 

WOUND DEBRIDEMENT 

Débridement in American surgery has come to mean 
the removal of dead and devitalized tissue. It is of inter- 
est that the French, from whom we adopted the term 
débridement, use it only to mean an incision. They 
follow “débridement” with “excision.” This becomes sig- 
nificant when it is realized that too often wound débride- 
ment in the United States is limited to an incision, and 
often that is too short. Actually, débridement of a wound 
may take place by four methods: chemical, enzymatic, 
spontaneous or biological, and surgical. 

Chemical Débridement.—Chemical débridement is 
that in which chemical agents such as sodium hypo- 
chlorite (Dakin’s solution) or dichloramine T are used 
to digest nonviable tissue. Whenever a wound infection 
clears with this therapy, it does so because of the débrid- 
ing action of the chemical plus spontaneous biological 
débridement and not because of any alleged sterilizing 
action of the chemical agent. Chemical débridement is a 
poor method, and it is not recommended. A chemical 
capable of digesting dead tissue is itself injurious to living 
tissue. The method is slow and permits massive suppura- 
tion with its dire consequences. It requires considerable 
“wound fiddling” and, while it is being employed, actu- 
ally prevents closure of the wound. 

Enzymatic Débridement.—In enzymatic débridement 
devitalized tissues are digested by enzymes. Again, any 
improvement in appearance of the wound results from 
removal of devitalized tissue both spontaneously and by 
enzymatic digestion, and not from control of bacterial 
action. Enzymatic débridement is probably of benefit in 
some cases. In certain wounds in which further surgical 
débridement seems impracticable, residual bits of dead 
tissue may be slowly eliminated by this means. It might 
be helpful in the preparation of an old wound for skin 
grafting. This method is sometimes used when surgi- 
cal débridement would be highly preferable; moreover, 
one wonders if spontaneous débridement does not largely 
account for any improvement in the appearance of 
wounds treated by enzymatic agents. 


Spontaneous or Biological Débridement.—Nature 
eliminates dead tissue in a wound by spontaneous or 
biological débridement. Dead tissue in the body spon- 
taneously becomes separated from living tissue. If bac- 
teria are absent, as in a clean sutured operative wound, 
the dead tissue is slowly phagocytized and absorbed. In 
an open wound, however, proteolytic bacteria capable of 
decomposing dead protein are usually present, and by 
their action the dead tissue is broken down into pus. In 
this way, a wound may be self-débrided, so to speak, and 
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eventually become a clean, healthy granulating wound. 
This is particularly true if the wound is well drained so 
that pus does not remain long in contact with living 
tissues. Muscle tissue and granulation tissue seem to 
resist the action of proteolytic enzymes in pus, and 
therefore many well-drained wounds heal spontaneously, 
although probably not without prolonged morbidity and 
massive scar formation. A wound infection does not 
always clear up spontaneously, however, because dead 
bone, cartilage, fascia, and tendon often become sepa- 
rated from the living tissue more slowly than additional 
collagenous tissues die, so that suppuration persists. 

Surgical Débridement.—Surgical débridement is the 
scientific way to prevent or eliminate wound suppuration 
and its hazards, although, as will be discussed below, it 
must be supplemented by wound closure at the proper 
time. When all dead and devitalized tissue has been ex- 
cised, provided no more is created or allowed to develop, 
nothing remains to suppurate. Bacteria capable only of 
breaking down dead tissue into pus are of no conse- 
quence. Only those that can cause invasive infection of 
living tissues without the catalyzing benefit of nonviable 
tissue need be considered, and, to control them, anti- 
biotics are available. 


WOUND CLOSURE 


Wound closure is an essential supplement to adequate 
wound débridement. An open wound is mandatory as 
long as it contains contaminated nonviable tissue. Once 
this has been eliminated, wound suppuration will not 
occur, but surface infection will develop unless wound 
closure and healing are achieved. Wound closure may be 
accomplished by primary suture immediately after dé- 
bridement, delayed suture four to seven days later, or 
secondary suture still later. The last usually requires 
further wound excision. All of these methods depend on 
several things. Adequate preliminary débridement is the 
prime requisite. Enough skin must be available to permit 
closure without excessive tension, which would lead to 
tissue necrosis and in turn to wound suppuration. Dead 
space, in which blood clots or wound exudate can pool 
and lead to suppuration, must be obliterated by the ap- 
proximation of tissue or by pressure dressings, or it must 
be dependently drained for a few days. If these condi- 
tions cannot be met, closure by suture usually must give 
way to closure by skin grafting or, rarely, to the accep- 
tance of healing by granulation. The principle is the 
same, whether the wound is closed by suture or skin 
graft. Skin coverage is essential to avoid accumulation of 
wound exudate and surface infections. Moreover, as 
mentioned previously, the collagenous tissues, articular 
cartilage, tendon, fascia, and cortex of bone cannot sur- 
vive if they remain exposed. They will die and undergo 
proteolytic digestion into pus; wound suppuration is then 
present, and surgical wound closure is out of the ques- 
tion. Closure of the wound will prevent such tissues from 
becoming necrotic and will thereby contribute materially 
toward the basic objectives of wound management. 


ANTIBIOTIC THERAPY 
Antibiotics serve one major purpose: the prevention 
of invasive infection of living tissue, and they are used 
systemically for this purpose. Whether used systemically 
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or locally, they will not prevent the septic breakdown of 
devitalized tissue, and therefore they will not prevent 
wound suppuration or surface infection. They will not 
neutralize the proteolytic enzymes in pus, and therefore 
they will not prevent the proteolytic destruction of col- 
lagenous tissues. They are not a substitute for adequate 
surgical débridement of a wound that is either contami- 
nated or already septic. 


SURGICAL PROCEDURE 

Thorough surgical débridement almost always re- 
quires general anesthesia. Liberal extensions of the 
wound, in axes that favor closure by suture later, pro- 
vide exposure of wound depths. Fascia may be exten- 
sively split. Dead and devitalized tissue is then excised. 
Excision of skin is held to a minimum. Crushed fat and 
fascia may be freely removed. Excision of devitalized 
muscle tissue is the most crucial part of the procedure, as 
dead muscle remaining in a wound is the forerunner of 
the most serious wound infections. Muscle is trimmed 
back until it bleeds freely, which is the most reliable 
sign of vitality. Contractility is an excellent although not 
essential sign of vitality. Hemostasis by ligature and by 
gauze compression applied manually against the bleeding 
surfaces is an essential part of wound débridement. 

Primary closure is usually selected for well-débrided 
contaminated wounds. The advantages are obvious. It 
will be employed in the majority of wounds seen rea- 
sonably early; however, the time lag after wounding is 
actually of little consequence except as its prolongation 
permits wound suppuration to become established so that 
the wound is septic rather than merely contaminated. 
Delayed closure a few days after débridement may be 
a most valuable procedure, and this established plan of 
military surgery deserves a wider application in civilian 
surgery. It is particularly indicated after débridement of 
obviously septic wounds. Four or five days of open 
wound drainage obviates the enclosure of a hematoma 
under a bridge of sutured skin, permits a means of egress 
for residual bits of devitalized tissue overlooked or 
created at débridement, and, of real significance, permits 
a reappraisal of the adequacy of that initial procedure. 
A wound that is clinically clean four or five days after 
débridement is the best evidence that that operation was 
complete. Secondary closure must be selected, of course, 
after wound margins and depths are fixed by granulation 
tissue. In such instances, surgical limitations require that 
the wound be excised again, which in effect is a redé- 
bridement. In such delayed wound surgery, closure often 
is postponed for a few days after excision to gain the 
advantages of delayed closure outlined above. 


An aggressive surgical approach to obviously septic 
wounds is established by the application of these prin- 
ciples and concepts. The pus and debris are recognized 
as coming from dead and devitalized tissue. Under ade- 
quate antibiotic protection against invasive infection, 
such wounds should be surgically débrided with the 
patient under general anesthesia and prepared for clo- 
sure by either suture or skin graft a few days later. In 
this way, further destruction of the collagenous tissues 
in the wound is avoided. The concept that a draining 
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septic wound should not be touched is antiquated and 
fallacious. Wound suppuration is a definite indication for 
surgery. 


found; dead space must be obliterated or dependently 
drained. Atraumatic technique with fine hemostats anq 
ligatures is advisable, and pressure dressings and precise 
splinting are valuable adjuncts. Antibiotic therapy jg 
often indicated as a safeguard against invasive infection, 
Wound healing is a natural cellular process provided the 
wound does not contain dead tissue, strangulating |iga- 
tures, or foreign bodies. Adequate surgery will eliminate 
or prevent these and promote early healing of a wound, 
thereby achieving the objectives of wound management. 


SUMMARY 


Every open wound needs and deserves surgery. Either 
it is ready for closure by suture or skin graft or it needs 
débridement to prevent or eliminate sepsis and the de- 
struction of living tissue and to prepare it for closure. 
The spotlight should fall on the pathological process in 
an open wound rather than on its bacterial flora. Dead 
tissue should be excised whenever and wherever it is 
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Procaine amide (Pronestyl) was synthesized in 1949 
in the course of a search for a drug similar in action to 
procaine. It was desirable that the drug be longer acting 
and cause less nervous system stimulation and less vaso- 
motor depression. Procaine amide was found to have 
these advantages. The published data described its use in 
the treatment of cardiac irregularities, principally ven- 
tricular arrhythmias. One of us (M. S. S.) has been 
making clinical studies of procaine and procaine amide 
given orally in the treatment of such conditions as arthri- 
tis, causalgia, vasospasm, pruritis, pain, and hiccup. 
Because of the advantages of procaine amide listed above, 
it was substituted for procaine in these studies of oral 
administration. It occurred to us that procaine amide 
administered orally should be given a clinical trial in 
spastic and related conditions of the upper alimentary 
tract instead of procaine, which was used in the studies 
reported by Roka and Lajtha.* The following cases pro- 
vided the opportunity of testing this form of treatment 
and are therefore reported in detail. 


CASE REPORTS 


Case 1.—An infant girl, weighing 5 Ib. 9 oz. (2,523.1 gm.) at 
birth, was delivered after a normal pregnancy. On the sixth 
day of life she was transferred from another institution to 
Mercy Hospital, because she had vomited all feedings since 
birth. The vomiting occurred 20 minutes after feedings and con- 
tained undigested milk. Physical examination was normal. A 
roentgenogram of the abdomen and a barium enema were un- 
informative. After a barium meal, films taken immediately and 
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after four hours disclosed complete pyloric obstruction. Atro- 
pine methyl nitrate, 1 minim (0.062 cc.) of a 1: 1,000 solution, 
was given every four hours during this period. Because of the 
diagnosis of a relatively complete pyloric obstruction, surgical 
exploration was suggested. With some reluctance because of 
the age at which vomiting began and the absence of both 
peristaltic waves and palpable tumor, an exploration was done. 
No tumor mass was found, but the seromuscular layer was 
split as in pyloromyotomy. The operative diagnosis was pyloro- 
spasm. Small feedings begun eight hours after surgery were 
promptly vomited. Vomiting persisted until the eighth post- 
Operative day, despite antispasmodic therapy that included 
atropine methyl nitrate, atropine, and sedatives. Roentgenogra- 
phy again disclosed complete pyloric obstruction. At this time 
2.5 cc. of an aqueous solution of procaine amide containing 
15 mg. of the drug was given orally at two hour intervals. 
After the fourth dose of procaine amide, 0.5 oz. (15 cc.) of 
formula was retained. The infant retained 10 oz. (300 cc.) of 
formula in the next 24 hours and did not vomit thereafter. The 
original dosage of procaine amide was continued until the 11th 
postoperative day, when the interval between doses was changed 
from two hours to three hours. The same dosage of procaine 
amide was given every three hours until the patient was dis- 
missed on the 21st postoperative day. At this time, the infant 
weighed the same as when she was born. There have been no 
feeding difficulties since. 


Comment.—This newborn infant had persistent vomit- 
ing, gastric retention, no relief from surgical intervention, 
and an operative diagnosis of pylorospasm. Prompt im- 
provement followed the oral administration of procaine 
amide. We were forced to conclude that therapy with 
procaine amide was responsible for the improvement, as 
we were unable to account for it on any other basis. Simi- 
Jar responses in the following cases lend credence to this 
conclusion as do the results in a series of adults with 
pylorospasm to be reported separately at a later date. 

CasE 2.—A 6 Ib. 4 oz. (2,834.9 gm.) boy was delivered at 
term by cesarean section because of a cephalopelvic dispropor- 
tion. The hospital stay was uneventful. The child was given 
3 oz. (90 cc.) of formula every three hours. All feedings were 
retained until the third week of life when the infant began 
projectile vomiting of a major portion of each feeding. When 
38 days old, he was admitted to Mercy Hospital in a state of 
moderate dehydration, weighing 5 Ib. 14 oz. (2,664.8 gm.). 
Physical examination revealed no palpable tumor mass or peri- 
staltic waves. Examination of roentgenograms taken after a 
barium meal did not reveal any evidence of obstruction or re- 
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tention. Mixtures of tincture of belladonna, elixir of pheno- 
barbital, and Kaopectate (a carminative, each 30 cc. of which 
contains 90 grains [5.8 gm.] of kaolin and 2 grains [0.1 gm.] of 
pectin) of varying dosages were given. He continued vomiting 
four to six of the eight daily 3 oz. (90 cc.) feedings until the 
14th hospital day. Hydration was maintained by the parenteral 
administration of fluids during this period. On the 15th hos- 
pital day, 2.5 cc. of an aqueous solution of procaine amide 
containing 15 mg. of the drug was administered every four 
hours immediately before feedings. After the fifth dose of pro- 
caine amide, all feedings were retained, and in the next 24 
hours 13.5 oz. (202.5 cc.) of formula were retained. Therapy 
with the drug was discontinued, and within 36 hours portions 
of the feedings were regurgitated. Procaine amide was again 
given every six hours, and after four doses the regurgitation 
stopped. The infant was discharged on the 38th hospital day 
weighing 6 Ib. 15 oz. (3,146.8 gm.), retaining all feedings and 
receiving procaine amide, 15 mg. every six hours. After several 
weeks during which the infant gained weight, therapy with 
procaine amide was discontinued. ° 


Comment.—The onset of vomiting at the age of 3 
weeks suggests hypertrophic pyloric stenosis. The absence 
of peristaltic waves, the fact that there was no palpable 
mass, and the normal gastric emptying prompted the 
diagnosis of pylorospasm. The response to procaine 
amide is well demonstrated. 


CasE 3.—A 7 Ib. 10 oz. (3,458.6 gm.) girl was born after a 
normal pregnancy. Three ounces (90 cc.) of formula every four 
hours was prescribed, but vomiting of a significant amount of 
each feeding occurred from birth. After 42 days, the infant 
weighed 1 oz. (28.35 gm.) more than her birth weight and hos- 
pitalization was advised. There were no peristaltic waves and 
no palpable tumor. Examination of roentgenograms after a 
barium meal disclosed no evidence of organic pyloric obstruc- 
tion, and a diagnosis of pylorospasm was made. The formula 
was changed; 1/16 grain (4 mg.) of phenobarbital and 5 minims 
(0.308 cc.) of a 1:1,000 solution of atropine methyl nitrate was 
given every six hours. Vomiting of two to four of her feedings 
occurred daily until the eighth hospital day. At this time 2.5 
cc. of an aqueous solution containing 15 mg. of procaine amide 
was given every six hours. Vomiting occurred only once in the 
next 24 hours. During the second 24 hours only a slight re- 
gurgitation occurred, and this was associated with post-feeding 
eructations of gas. The infant was discharged on the 10th hos- 
pital day. She was given procaine amide after she went home. 
There was no recurrence of vomiting. 


Comment.—This is the least convincing case history 
of the series, yet improvement in the clinical course 
promptly occurred when procaine amide was used instead 
of the usual antispasmodics and without any other 
changes in the management of the patient. 


Case 4.—A normal girl weighing 9 Ib. 3 oz. (4,167.4 gm.) 
was born at Mercy Hospital on Feb. 27, 1951. Two ounces 
(60 cc.) of formula was given every four hours. On the third 
day, projectile vomiting of two feedings occurred. The amount 
of formula was reduced to 1 oz. (30 cc.) every three hours and 
phenobarbital, 1/12 grain (5.5 mg.) in an aqueous solution, was 
given 20 minutes before each feeding. Vomiting continued for 
two days then stopped for five days. The feeding schedule and 
the phenobarbital dosage was not changed during this period. 

On the 10th day, vomiting recurred, and changes in the 
formula and feeding schedule did not alter it. There were no 
peristaltic waves, and no pyloric tumor was palpated. The clini- 
cal diagnosis was pylorospasm. On the 10th and 11th day of 
life, projectile vomiting of three of the infant’s eight daily feed- 
ings occurred. On the 12th day, 2.5 cc. of an aqueous solution 
of procaine amide containing 15 mg. was given every six hours. 
There was slight vomiting after the second dose of procaine 
amide and none thereafter. The infant was discharged on the 
20th day having regained her birth weight. The procaine amide 
therapy was continued for a month at home, during which 
time there was no vomiting and no evidence of toxicity. 
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Comment.—The early onset of vomiting in the absence 
of peristaltic waves and palpable tumor and the course 
of the disturbance prompted a diagnosis of pylorospasm. 
The early and marked improvement after the administra- 
tion of procaine amide appears to justify the conclusion 
that the drug was responsible. We can account for the 
relief in no other way. 


CasE 5.—A 6 Ib. 4 oz. (2,835 gm.) boy was born after a full- 
term normal pregnancy and labor. A formula was prescribed 
and was retained until the sixth day, when projectile vomiting 
after each feeding began. Vomiting continued for the next 
three weeks, and, upon the infant’s admission to Mercy Hos- 
pital, he was dehydrated and weighed 6 Ib. 5 oz. (2,863.3 gm.). 
The physical examination was not remarkable otherwise. The 
dehydration was corrected by fluids administered parentally. 
Atropine methyl nitrate, 10 minims (0.616 cc.) in a 1: 1,000 
solution, was given one-half hour before each feeding. A mix- 
ture of 5% dextrose in distilled water and isotonic sodium 
chloride solution was given instead of the formula, but the 
vomiting continued. On the second hospital day, 1/1,000 grain 
(0.06 mg.) of atropine sulfate and 1/8 grain (8 mg.) of pheno- 
barbital were given every six hours with no change in the 
vomiting. The clinical diagnosis at this time was pylorospasm. 
On the third hospital day, 2.5 cc. of an aqueous solution of 
procaine amide containing 15 mg. was given every four hours 
before feeding. 

There was some decrease in the frequency of vomiting, but 
this was not marked. A careful examination while the child 
slept disclosed an unmistakable pyloric tumor, and the diag- 
nosis was changed to hypertrophic pyloric stenosis. A pyloro- 
myotomy was performed when the infant was 6 weeks old, 
with use of ether anesthesia, and a moderate-sized tumor was 
found. The infant retained 1 oz. feedings of 5% dextrose in 
distilled water at hourly intervals for two days. When the infant 
began to receive formula, vomiting recurred and persisted for 
two days. Procaine amide in the same dosage routine was 
given again, and after the first dose all feedings were retained. 
The vomiting may have stopped spontaneously as a result of 
the operation; however, it is likely that procaine amide was 
an aid in stopping this vomiting. Procaine amide therapy was 
discontinued after the 10th day postoperatively. When dis- 
charged, on the 28th postoperative day, the infant was retaining 
all formula feedings on a regular three hour schedule, and the 
weight was 6 Ib. 8 oz. (2,948.4 gm.). 

Case 6.—An 8 Ib. 14 oz. (4,025.6 gm.) boy was born after a 
normal gestation period and a labor of one and one-half hours’ 
duration. The infant gained weight, and there were no feeding 
difficulties with the formula prescribed. At the age of 4 weeks 
the infant began to have projectile vomiting of all feedings. The 
infant was admitted to Mercy Hospital, where examination dis- 
closed a 10 Ib. (4,535.9 gm.) infant in no acute distress. There 
was no dehydration. Peristaltic waves were seen in the epi- 
gastrium, coursing from the left to the right side. One examiner 
palpated a mass in the region of the pylorus, but this finding 
was not substantiated by other examiners on repeated attempts 
in the early postadmission period. The admission diagnosis was 
pylorospasm, and treatment was directed along those lines. 
Feedings were reduced to ounce quantities, and procaine amide, 
2.5 cc. of an aqueous solution containing 15 mg. of the drug, 
was administered 20 minutes before each feeding for 24 hours. 
The improvement was slight, and the administration of pro- 
caine amide was reduced to four times per 24 hours without 
change in the vomiting. No medicaments were given from the 
third day to the eighth day. Therapy with Donnatal, (elixir con- 
taining hyoscyamine sulfate, atropine sulfate, hyoscine hydro- 
bromide, and phenobarbital), 15 minims (0.927 cc.), was then 
tried every four hours before feedings until the 11th hospital 
day. At this time, careful and repeated examinations disclosed 
a mass in the pyloric area, and the diagnosis was changed to 
hypertrophic pyloric stenosis. Vomiting had continued over this 
11 day period, and the weight had decreased to 9 Ib. 7 oz. 
(4,280.8 gm.). On the 18th hospital day, the diagnosis of hyper- 
trophic pyloric stenosis was confirmed by surgical exploration, 
and pyloromyotomy was performed. Oral administration of 
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fluids was begun six hours postoperatively and continued at 
two hour intervals, always preceded by administration of pro- 
caine amide, 15 mg. in aqueous solution. No vomiting was 
present in the postoperative period, and procaine amide therapy 
was discontinued on the sixth postoperative day. 


‘Comment.—It is not unusual for an infant to vomit for 
a short time after pyloromyotomy because of the dis- 
turbed physiology in the operative area. The fact that all 
feedings were retained after the first dose of procaine 
amide strongly suggests that there was an element of 
residual spasm in the pyloric region and that it was re- 
lieved by therapy with the drug. The use of procaine 
amide solution in the postoperative management of in- 
fants undergoing pyloromyotomy is suggested by case 5. 
Cases 5 and 6 both illustrate that procaine amide therapy 
given in the presence of a pyloric tumor mass has no 
significant effect in the relief of vomiting. The immediate 
cessation of vomiting after pyloromyotomy and the ad- 
ministration of procaine amide indicated a complemen- 
tary effect of this antispasmodic. 


SUMMARY 


The use of procaine amide (Pronestyl) in pylorospasm 
has not been previously reported. Its mode of action in 
the alleviation of spasm of the upper gastrointestinal tract 
is unknown. On the basis of our knowledge of the phar- 
macology of this drug, we postulate that its mode of action 
is due to anesthetization of the gastric mucosa that causes 
a diminution in local irritability and an elevation of 
thresholds to all gastrointestinal stimuli, a relaxation of 
the pyloric sphincter, and a quiescence of all gastro- 
intestinal motility. Investigations to test this hypothesis 
are in progress. 

The findings in these cases and the course of the infants 
described here suggests that procaine amide can play an 
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important role in the alleviation of spasm in the upper 
gastrointestinal tract of infants. Four cases of pyloro- 
spasm in which marked improvement followed its use are 
presented. It did not appear to be of benefit in two cases 
of congenital hypertrophic pyloric stenosis in alleviating 
vomiting before pyloromyotomy. It seemed to be helpful 
in the postoperative management of these patients. It may 
prove to be an aid as a therapeutic test in pylorospasm, 
Further trial of procaine amide administered orally jn 
pylorospasm in infants is suggested. It must be pointed 
out, however, that any child receiving procaine amide 
should be checked carefully for the various side-actions 
of this drug. Although these effects have not been ob- 
served, we have watched carefully for evidence of cardiac 
changes, central nervous system stimulation or depres- 
sion, and blood constituent changes. In another study on 
this drug,* we saw minimal side-actions. In several pa- 
tients who have used procaine amide for periods over a 
year for arthritic pain, we have not seen changes. How- 
ever, too few cases have been reported for definite con- 
clusion to be reached. In an adult study to be reported at 
a later date, we found that gastric retention of various 
types have on frequent occasions responded to this drug. 
We measured the gastric retention in several patients 
prior to the use of the drug and again after procaine amide 
therapy and found the retention to be markedly dimin- 
ished. On withdrawal of the drug, retention again oc- 
curred, and, with reinitiation of therapy with the drug, 
retention again diminished. Studies are in progress to 
determine the drug’s exact mode of action in the gastro- 
intestinal tract. 


1819 W. Polk St. (12) (Dr. Sadove). 


3. Sadove, M. S.; Wyant, G. M.; Kretchmer, H. E., and Gittelson, 
L. A.: Procaine Amide: Clinical Study, Anesth. & Analg. 31: 45, 1952. 





The treatment of discoid cutaneous lupus erythema- 
tosus was, until recently, very unsatisfactory. The dis- 
ease not infrequently persists for many years, with inter- 
mittent exacerbations and partial remissions unrelated 
to any particular type of treatment. The only measure 
of regular value has been avoidance of exposure to sun- 
light. The effectiveness of the most commonly used treat- 
ment, injections of gold and sodium thiosulfate, is so 
equivocal in the experience of one of us (D. M. P.) that 
we have not used it at all for at least 12 years. The drug 
is toxic, and in patients with disseminated visceral lupus 
erythematosus, its ill-advised administration has some- 
times produced disastrous results. The effectiveness of 
various compounds containing bismuth or arsenic has 
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not been demonstrated without question; certainly any 
effects they have on discoid lupus erythematosus are 
feeble. Local destructive procedures, such as the use of 
carbon dioxide snow, are useful only in a small per- 
centage of cases. X-ray and ultraviolet therapy are ab- 
solutely contraindicated. The effects of cortisone on 
chronic discoid lupus erythematosus are usually disap- 
pointing and almost always very temporary. 

While patients with cutaneous discoid lupus erythema- 
tosus are not ill and are by no means likely to become so 
if the possibility of acute visceral lupus erythematosus 
has been ruled out by thorough initial study, they are 
often greatly disfigured by the disease. The social, occu- 
pational, and psychic implications may be profound. 

The recent reports on the effectiveness of quinacrine 
(Atabrine) therapy in the treatment of chronic cuta- 
neous lupus erythematosus have been encouraging.* The 
original observations of this effect were fortuitous. In 
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retrospect, it would appear that there is a good deal of 
evidence that compounds with chemical similarity to 
quinacrine have been of moderate value in the treatment 
of chronic cutaneous lupus erythematosus, and to a less 
certain extent, in acute visceral lupus erythematosus.* 

Of these, quinine has long been used. Payne *” in 1894 
noted that pallor developed when quinine was adminis- 
tered to patients with various febrile diseases. He rea- 
soned that quinine would be of use in conditions, such as 
lupus erythematosus, that are characterized by vascular 
congestion. In 1928 Martenstein * treated discoid and 
subacute lupus erythematosus in 28 cases with pama- 
quine (Plasmochin), which is similar to quinine in that 
both are substituted 8-amino quinolines. He did not offer 
any rationale for its use but reported good results in 22 
of the 28 persons treated. He also noted that lesions that 
were acutely inflamed and active responded more rapidly 
than hyperkeratotic indolentlesions. Pamaquine is known 
to have been rather widely used by European physicians 
for the treatment of this disease, but we have not en- 
countered any further formal reports of its effectiveness. 

Quinacrine, which differs from pamaquine only in the 
addition of a benzyl chloride group, was used for the 
treatment of lupus erythematosus by Prokoptchuk ?” in 
1940. His paper appeared in an obscure journal and was 
generally overlooked. However, Page ** in 1951 reported 
his independent observation that quinacrine was very 
effective in discoid cutaneous lupus erythematosus and, 
to a less extent, in acute visceral lupus erythematosus. He 
observed, as did Martenstein in the case of pamaquine, 
that the most rapid improvement occurred in acute in- 
flamed lesions. 

Since that time there have been several reports on the 
efficacy of quinacrine ° in the treatment of both chronic 
and subacute lupus erythematosus. Toxicity studies on 
large series of animals and humans with quinacrine ° re- 
veal mild transient gastrointestinal disturbances, head- 
ache, depression, and in some cases lichenoid dermatitis 
and hepatitis. A case of fatal aplastic anemia after the 
administration of quinacrine for lupus erythematosus has 
recently been recorded.®* The chief drawback to the 
clinical use of quinacrine is the marked disfiguring yellow 
discoloration of the skin and toxic reactions after pro- 
longed administration. 

In an attempt to find a chemical analogue with an 
action similar to quinacrine that might be less toxic and 
that would not discolor the skin, the excellent studies 
done under the guidance of the Board of the Coordina- 
tion of Malaria Studies were reviewed. The effects of 
compound SN 7618, later called chloroquine,’ have been 
studied. It appears to be useful in the treatment of discoid 
cutaneous lupus erythematosus and polymorphous light 
eruptions. Certainly our results with this drug warrant 
further investigation. 

The formula of chloroquine is very closely related to 
that of quinacrine, differing only in that the latter has an 
added benzoxymethyl group (see figure). Also, chloro- 
quine is related to pamaquine by the substitution of an 
oxymethyl group for a chloride group in the latter on the 
8-amino quinoline position. 

Toxicity studies done on rats, dogs, and monkeys with 
both quinacrine and chloroquine * have shown that, while 
the lethal dose of chloroquine is lower than that of quina- 
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crine, chloroquine produces no liver necrosis in rats and 
is considerably less toxic than quinacrine in monkeys. 
Monkeys tolerate doses of 25 to 50 mg. per kilogram of 
body weight of chloroquine without serious reaction. 
This is 6 to 12 times as much as the average therapeutic 
dose of chloroquine in man. 

Extensive toxicity studies of the chronic effect of 
chloroquine *» have been done on human subjects at the 
Stateville Penitentiary. One group of 20 volunteers took 
0.3 gm. of chloroquine base daily for 77 days and then 
0.5 gm. weekly for one year. Another group took 0.5 
gm. weekly for one year. Those receiving the larger doses 
showed transient visual disturbances, headache, bleach- 
ing of hair, nonspecific electrocardiographic changes, 
and slight weight loss. No gross incapacity was experi- 
enced, and all symptoms disappeared when adminis- 
tration of the medicament was stopped. Patients who 
received smaller amounts had only occasional headache, 
slight weight loss, and, in two cases, lichenoid dermatitis.“ 
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Formulas of drugs with chemical similarity to quinacrine that have been 
used in treatment of lupus erythematosus. 


With this information the treatment of chronic and 
subacute cutaneous lupus erythematosus with chloro- 
quine was undertaken. A few patients with polymorphous 
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eruptions due to sunlight have also been treated. Two 
patients with acute disseminated lupus erythematosus 
have also been treated, very cautiously, with chloroquine. 

There is much confusion in the medical literature as to 
the differentiation of various types of lupus erythematosus. 
Some of this has arisen from a tendency to use the term 
“lupus” without qualification for acute disseminated lu- 
pus erythematosus. It is not within the province of this 
paper to undertake any complete discussion of the differ- 
entiation of cutaneous and visceral lupus erythematosus 
if, indeed, they are diseases of more than superficial simi- 
larity at times in respect to the skin lesions. We have the 
feeling that in most reported instances of “transition” 
from “chronic discoid” to “acute disseminated” lupus 


Results of Treatment of Chronic Discoid Lupus Erythematosus 
with Chloroquine 


Age, 


oe Dura- 
and tion, Drug Used 
Case Sex Loeation of Lesions ae. Previously Results 
lL. 57 Nose, cheeks, temple, 3 Cortisone Good 
M chest 
? 40 Extensive, on cheek, ae Quinacrine (re- Excellent 
F neck, trunk, ex- lapse during 
tremities treatment) 
9 Cheeks 2 CO2 Very good 
M 
t. 37 Nose, under right eye, 12 COs, gold, neo- Excellent 
y forehead, ears arsphenamine, 
sulfathiazole, 
bismuth, liver 
extract, qui- 
nine, cortisone 
3. he Face, neck, back of 1% Bismuth Excellent 
F hands 
6 A) Bridge of nose, 5 Bismuth, quina- Excellent 
F cheeks, forehead erine (relapse), 
cortisone 
7 47 Face, scalp, mouth 4 Gold Very good 
F 
8. 62 Face, ears, neck 6 Gold, bismuith, Very good 
M quinacrine 
9. 29 Right lower eyelid, 2 Quinacrine Good 
M right temple 
10. 38 Face, lips, mouth 2 Corticotropin, Poor 
M gold, bismuth 
ll. 64 Left ear 1 Gold Very good 
M 
12, 52 Face, forehead 25 Gold, bismuth, Good 
F sulfadiazine 
13. 27 Face 1% Cortisone Good 
F 
14, D4 Face, nose, cheek, 7 Gold, COz Excellent 
F ear 
15. 42 Nose, chin, cheek- 16 Gold, bismuth, Good 
M bones, ear lobes COz 
16, 21 Face, neck, ears 3 Quinine, Bie, Excellent 
F cortisone, chlor- 


amphenicol, 
penicillin 


erythematosus, the original diagnosis was in error. 
Chronic discoid lupus erythematosus is a progressive 
process affecting the mucocutaneous surfaces only; acute 
disseminated lupus erythematosus is a generalized affec- 
tion of collagen tissue in which involvement of the skin 
is purely incidental and, indeed, frequently does not 
occur. 

In any patient with cutaneous or other signs of lupus 
erythematosus or with symptoms suggestive of visceral 
involvement, the initial medical study should be ex- 
tremely thorough in an effort to determine whether or 
not the patient has acute disseminated lupus erythemato- 
sus. In the majority of patients, possibly as high as 90% , 
a differentiation between discoid cutaneous lupus ery- 
thematosus and disseminated visceral lupus erythemato- 
sus may be made promptly. In the remainder, because 
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visceral lupus erythematosus is an extremely chronic dis- 
ease and its initial symptoms and signs inconspicuous and 
elusive, considerable observation may be necessary. If a 
diagnosis of chronic cutaneous discoid lupus erythema- 
tosus can be made with finality, much has been accom- 
plished. The patient may be given rather firm assurance 
that the process is of no great general medical signifi- 
cance. 

In this series of patients with chronic cutaneous lupus 
erythematosus, the following principal criteria have been 
used in ruling out disseminated collagen disease (of the 
lupus erythematosus type): 1. The general health of the 
patient is good, without significant signs or symptoms 
that might be evidence of acute disseminated lupus ery- 
thematosus. In a typical case of collagen disease, these 
signs may be well marked but are occasionally vague and 
indefinite. 2. There is a negative serologic test for syphilis. 
Persistent biological false positive reactions are common 
in acute disseminated lupus erythematosus and must not 
be disregarded. 3. The hematologic picture is normal or 
nearly normal. Several of the patients in the present 
series had moderate anemia, but none had leukopenia. 
Platelet counts were not done in all cases. 4. The sedi- 
mentation rate is within normal limits. 5. There are no 
signs of visceral lupus erythematosus on adequate com- 
plete general physical examination. In several of the pa- 
tients in this series, particularly those with extensive skin 
lesions, study in the hospital was carried out initially. 
6. The results of repeated urinalysis are normal. 7. The 
temperature is not elevated. 

In the absence of suggestive signs or symptoms, it is 
of no value to perform studies for the lupus erythemato- 
sus cell. However, in the four patients in this series who 
were hospitalized, this study was carried out and was 
negative. Biopsy of the skin (with pathological study by 
Dr. Herman Beerman) confirmed the clinical diagnosis 
of chronic cutaneous lupus erythematosus in every case. 
The dermatopathological changes are quite characteris- 
tic in this disease; they are much less so in acute dissemi- 
nated lupus erythematosus. 

The dosage schedule of chloroquine employed was 
variable. The patients who were treated initially were 
given 0.5 gm. of chloroquine daily as chloroquine diphos- 
phate containing 0.3 gm. of chloroquine base. When it 
became apparent that such therapy would probably be 
necessary for periods varying from one to two months, 
the dose was reduced to 250 mg. daily. In patients treated 
more recently, this has been the initial dose, and the re- 
sults have been fully as satisfactory as with a dose of 
500 mg. daily. 

The results of treatment with chloroquine were very 
good (see the table). Sixteen patients with discoid lupus 
erythematosus were treated for periods of one to six 
months. They have been observed for from 4 to 10 
months since the initiation of chloroquine therapy, with 
a mean period of observation of 6.5 months. Of these 
patients, six showed excellent results, with resolution of 
all activity and residual atrophy and scarring only. The 
results in four patients were considered to be very good, 
with residual activity of the disease questionable, and in 
five patients good, with a few small areas of activity. In 
one patient in whom there was extensive mucous mem- 
brane and lip involvement, no response whatever was 
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noted. Six of the patients relapsed partially in four to 
eight weeks after therapy was stopped but responded 
promptly to a second course of chloroquine. 

Although our experience and period of follow-up are 
as yet limited, it would seem that certain general state- 
ments concerning the effect of chloroquine therapy may 
be sect down. In a majority of the patients, the effect is 
clearly discernible within two weeks. While we cannot be 
certain, it seems doubtful that any effect will be noted if 
it has not appeared after a month of treatment. 

As a general rule treatment is continued with a dose 
of 250 mg. daily for the first month, by which time the 
signs of the disease in the skin will be seen to be involut- 
ing markedly and steadily. After this, 250 mg. of chloro- 
quine is given every other day for three to four weeks. 
If, as is ordinarily the case, signs of the disease have dis- 
appeared completely or if the residual lesions seem qui- 
escent, treatment is stopped. 

The percentage of patients who will have relapses after 
cessation of treatment is unknown, but we suspect that 
it may be fairly high. Patients have been instructed to 
return promptly if any significant recurrence is noted. At 
this time, a general physical examination is repeated and 
routine laboratory studies carried out again, including 
blood cell count, sedimentation rate, and urinalysis. It 
is Our present custom to readminister chloroquine in a 
dosage of 250 mg. daily. In the six patients re-treated to 
date, the response has been as satisfactory as that noted 
initially. 

There seems to be no particular advantage, and pos- 
sibly some definite disadvantage, in continuing chloro- 
quine therapy for a longer initial course. It is well known 
that when the lesions of chronic cutaneous lupus erythem- 
atosus become quiescent, they may remain so for from 
many months to years. It is hoped that this will occur in a 
significant percentage of patients. In the second place, 
though the chronic toxicity data on chloroquine are en- 
couraging, much further experience needs to be gained 
in routine clinical use before the incidence of cutaneous, 
hematological, or other reactions will be determined 
definitely. 

In the present series, chloroquine therapy was discon- 
tinued in only one patient. This was a highly neurotic and 
suggestible woman who complained of abdominal cramps 
after taking two doses, the cramps subsiding after ad- 
ministration of the drug was discontinued. It was not re- 
administered, and the patient has disappeared from view. 
There were no other significant toxic effects. Slight head- 
ache or partial loss of appetite was complained of by 
some patients, but the relation to chloroquine therapy is 
not known. There may occasionally be difficulty in ocu- 
lar accommodation, but this is by no means certain. Rou- 
tine blood cell counts and urinalyses at intervals of one 
to three weeks revealed no changes indicative of toxic 
effects. This initial experience was encouraging from the 
standpoint of toxicity, but it is to be emphasized that the 
incidence of reactions may rise upon repeated readminis- 
tration of the drug, because some patients may become 
sensitized by the first or second course of therapy. 

Two cases of polymorphous light eruption were suc- 
cessfully treated. Both of these patients were extremely 
sensitive to test doses of hot quartz ultraviolet rays. After 
one month of chloroquine therapy, their tolerance in- 
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creased 5 to 10 times to hot quartz irradiation. Both 
of these patients suspended treatment during the winter 
and are currently receiving chloroquine prophylactically 
during the summer months. 

In one case of subacute disseminated lupus erythema- 
tosus a young woman with a positive L. E. cell prepara- 
tion had a complete remission after one month of chloro- 
quine therapy. Whether this was spontaneous or related 
to treatment is unknown. One case of subacute dissemi- 
nated lupus erythematosus with a positive L. E. cell test 
was treated concurrently with cortisone (Cortone) and 
chloroquine. A remission occurred, but it is difficult to 
evaluate the part played individually by each of these 
drugs. 

SUMMARY 

In 16 patients with chronic discoid lupus erythemato- 
sus treated by administration of chloroquine (Aralen) 
diphosphate in daily doses of 0.25 to 0.5 gm., clinical 
effects were generally very good, equal, or superior to 
those obtained with quinacrine (Atabrine) therapy. 

During a period of observation varying from 4 to 10 
months after the initiation of chloroquine therapy, no 
significant toxic effects were noted. The absence of pig- 
mentation, which is a very objectionable feature of quin- 
acrine therapy, is a great boon. It is entirely possible that 
toxic reactions may be seen on repeated or prolonged 
administration of the drug, and careful observation of 
patients receiving chloroquine is advisable until the ex- 
perience with this compound is more extensive. It seems 
probable that the effects of chloroquine on the skin le- 
sions of discoid lupus erythematosus are suppressant 
rather than curative, though there is hope that permanent 
remission may sometimes be accomplished. Goldman 
and his associates® have published their short-term 
observations of patients with discoid lupus erythema- 
tosus treated with chloroquine. Their results are quite 
similar to ours. 
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Social Adjustment.—In all [its] traditional activities, the public- 
health movement has already reached the point of diminishing 
returns. Further progress will require the initiation and use of 
new procedures. Even improvement in physical health is com- 
ing to depend less upon changes in the geographical and bio- 
logical environments than upon changes in what people think 
and feel and how they live within the social institutions and 
cultural patterns of the community. Thus, the physical health 
of the baby brought to the clinic often depends less upon the 
staff's competence in weighing, measuring, and adapting its 
food formula than upon their competence in giving its mother 
emotional reassurance in her own role as a mother. The vene- 
real-disease patient has no more need for the penicillin treat- 
ment and prophylactic knowledge that he receives than for the 
maturer philosophy of life and scale of social values that make 
for better social adjustment in the future, which he too often 
does not receive. For with a maturer social adjustment, he 
will require no further penicillin or prophylaxis; without it, he 
may become a sullen and defiant repeater. The finest com- 
munity facilities for the treatment of disease in general are of 
little avail unless the inner feeling states of the patient and 
his family, upon which acceptance of and response to treat- 
ment so largely depend, are sympathetically understood and 
skillfully adjusted—H. E. Jensen, Mental Health: A Local 
Public-Health Responsibility, Mental Hygiene, October, 1953. 








Four years ago, two of us (L. J. D. and K. C.) reported 

our observations during a year of treating 117 patients 
with paralysis agitans (Parkinson’s disease ) with trihexy- 
phenidyl (Artane).' The salient findings were (1) the 
therapeutic effects of trihexyphenidyl equalled or sur- 
passed those of other agents in use at the time and (2) 
trihexyphenidyl was relatively free from disturbing side- 
reactions. 

Other reports appeared in quick succession and cor- 
roborated most of our findings. Corbin * reported grati- 
fying results in 86 cases; Dow and Rosenbaum * in 20 
cases; Canelis, Farnell, and McGavack* in 23 cases; 
Ellenbogen ° in 12 cases; Phillips, Montuschi, and Shar- 
key ° in 200 postencephalitic cases; Salzer * in 12 cases; 
Effron and Denker * in 80 cases; and Shapiro ° in 60 cases. 
Before long, the drug came into professional use through- 
out the world, and today it is commonly accepted as the 
standby in the treatment of all forms of paralysis agitans. 
No published data, however, are available as to the long- 
term results of therapy with trihexyphenidyl. Since the 
definitive evaluation of treatment in a chronic illness 
must take this into account, we felt it necessary that the 
present study be undertaken. 


MATERIAL 

The survey is based on a five year follow-up of 411 pa- 
tients who were treated with trihexyphenidyl at the 
Vanderbilt Clinic and the Neurological Institute of the 
Presbyterian Hospital. The necessary data were as- 
sembled by questionnaires and interviews with patients 
or relatives. Although there were 466 patients in the 
group treated with trihexyphenidyl, 50 of these patients 
could not be traced. In part, this was attributed to the 
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fact that many patients came to us from foreign countries 

or from distant parts of the United States. Others moved 
during the years and could not be found. In five of the 
patients traced, the diagnosis of conditions other than 
paralysis agitans was made, and, hence, these persons 
are not included in this study. Of the 411 patients who 
were traced, the disease is classified as postencephalitic 
in 166, idiopathic in 112, and arteriosclerotic in 133. 

Men predominated over women in the proportion of 
63 to 37%. In the idiopathic group, there were more 
than twice as many men as women. This suggests that 
stress may be a possible contributing cause of the illness, 
since it is common knowledge that men are much more 
exposed to the strains and trials of occupation and en- 
vironment than women. The mean of the current ages 
(1952) of the patients was 41 to 45 in the postencepha- 
litic group, 51 to 55 in the idiopathic group, and 61 to 
65 in the arteriosclerotic group. 

The dose of trihexyphenidy] varied from 2 to 7.5 mg. a 
day in arteriosclerotic cases, 6 to 10 mg. a day in idio- 
pathic cases, and 7.5 to 30 mg. a day in postencephalitic 
cases. Sixty-nine (17% ) of the patients continued the 
treatment for five years; 107 (26% ) for four years; 83 
(20% ) for three years; 63 (15% ) for one to two years; 
39 (10%) for 6 to 12 months; 29 (7%) for 3 to 6 
months; and 15 (4%) for less than 3 months. Six (1%) of 
the patients took trihexyphenidyl for more than five years. 
Summing the figures, it can be seen that 259, or 63%, of 
the patients received trihexyphenidyl for two to five years 
and 322, or 78%, for one to five years. Considering that 
patients with paralysis agitans are known to tire of any 
remedy and are in a constant search for something new, 
these findings are truly revealing. 


RESULTS 

The results of treatment with trihexyphenidyl are pre- 
sented in table 1 according to the age of patients as of 
September, 1952. Among the 411 patients, 300, or 73%, 
showed improvement while receiving this medication. 
Improvement was based on the clinical reports of phy- 
sicians who had observed the patients during the five 
years of treatment and on reports obtained from the pa- 
tients and their relatives. Seventy-seven per cent of the 
patients with the idiopathic and postencephalitic forms 
showed improvement, while only 65% of those in the 
arteriosclerotic group did so. In each group, younger pa- 
tients showed a better response to treatment. Since the 
arteriosclerotic group, as a whole, was composed of pa- 
tients older than those of the other two groups, it is not 
surprising that the rate of response in this group was 
lower. 
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Table 2 shows the results of treatment with relation to 
the duration of illness prior to the commencement of 
therapy. It is of interest to note that trihexyphenidy] is as 
effective in patients ill for 10, 15, or 20 years as it is in 
those whose illness is of recent origin. Table 3 gives the 
effect of trihexyphenidyl on the individual symptoms of 
the illness. It is significant that, in all groups of paralysis 
agitans, the drug is about as effective against tremor as 
it is against rigidity (51% and 53% ).*° This is contrary 
to earlier concepts that trihexyphenidyl was chiefly of 
benefit to those patients suffering from rigidity and 
akinesia. Table 3 also reveals that trihexyphenidyl is 
very effective against oculogyria. Of 47 patients with 
oculogyria, 39, or 84%, showed a marked lessening or 
complete control of this symptom. 


The frequency with which trihexyphenidyl was com- 
bined with other drugs in efforts to bring maximum bene- 
fits to the patients is shown in table 4. Trihexyphenidyl 


TABLE 1.—Results of Treatment with Trihexyphenidyl in Three 
Types of Paralysis Agitans According to Patients’ Age 


Postencephalitie Idiopathic Arteriosclerotie 


Age ae y ae ee 


(1952), Unim- Im- Unim- Im- “Unim- Im- 
Tz. proved proved proved proved proved proved 
16-26 oe 1 o. 
26-36 1 7 oe oe o os 
36-46 15 52 e 3 ee ee 
46-56 ll 48 9 48 1 5 
56-66 7 19 17 33 17 88 
66-76 8 2 1 1 23 40 
76-86 es ee 6 8 
Total 37 129 27 85 47 86 
Percentage 22 78 24 76 35 65 


TaBLE 2.—Results of Treatment with Trihexyphenidyl with 
Relation to Duration of Illness Before Therapy 


Unimproved Improved 

Sy = — 

No. of No. of 

Duration, Yr. Cases % Cases % 
PE Sits ircanssceconnernennn 30 31 66 69 
DR hacasi sissies 27 26 78 74 
Pint okesestacdedidenecstan 25 30 59 70 
Be tineatiiaincancsdavarrs 12 23 42 77 
iskeitertanasdcecueagnae 11 28 29 72 
IR isi cdhcndcincnndioniseenn 6 19 26 81 
Total. ...cccoccocscescsccee 111 27 800 73 


was combined with scopolamine (Hyoscine)" in 98 
cases and with diphenhydramine (Benadryl) hydrochlo- 
ride '* in 105 cases to help counteract tremor, insomnia, 
tension, and excitement. It was combined with atropine 
in 22 cases, with Thephorin (2-methyl-9-phenyl-2,3,4,9- 
tetrahydro-1-pyridindene hydrogen tartrate) in 41 cases, 
and with Bellabulgara (tablets containing extract of Bul- 
garian belladonna standardized to yield 0.4 mg. of total 
alkaloids ) in 143 cases to help counteract rigidity. It was 
also combined with amphetamine (Benzedrine) sulfate 
or d-amphetamine (Dexedrine) sulfate in 44 cases to com- 
bat lethargy and akinesia. In 100 cases it was combined 
with MK-02 ** to counteract cramps, spasms, contrac- 
ture, and deformity. MK-02 is tropine benzohydryl ether 
methane sulfonate, but is not yet commercially available. 
From the high frequency of other drugs listed in use with 
trihexyphenidyl, one might be led to the conclusion that 
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trihexyphenidyl was rarely ever used alone or that it was 
ineffective when used alone. This is contrary to the facts. 
Many patients, for example, would try diphenhydramine 
or scopolamine for but a few days and discontinue them 
because of reactions of “dopiness” or somnolence. Nev- 
ertheless, such and similar patients would have to be 


TaBLeE 3.—Effect of Trihexyphenidyl on Symptoms in 411 
Patients with Paralysis Agitans 


No. of 
Favorable Results Noted Cases % 
EE SE 6 Sa xannckwndnscaneesssodesusessnesesiates 221 58 
I ions is 0c e eis cc vecsscsensecssdonsssee 207 61 
General condition improvyed.......cccccrccsccccrcccce 186 45 
EE IE oc cnhececdiutasdsqgvenessanddessenee 98 24 
I i ois an mee amin eee eee 91 22 
Mentality and morale improved...................00 79 19 
PE I incSinbdabsnrbesutcrecwndsnscuteuveessates 67 16 
i ctivesaninsepmakwensssieeseinsene 42 ll 
Oculogyria lessened or controlled (among 47 oculo- 
Cy Ss inledesdsieeseendtssseidouitalaewenés 39 & 


listed as having employed a combination of drugs. Ac- 
tually, however, trihexyphenidyl was used alone in from 
60 to 70% of the patients, year in and year out, except 
that another drug was added from time to time in efforts 
to combat one or another symptom. 


TaBLeE 4.—Number of Instances in Which Trihexyphenidyl 
Was Combined with Other Drugs 


No. of 

Other Drugs Used Cases % 
RR? J cindaaie cei icainensaneneind 143 85 
Diphenhydramine (Benadryl) hydrochloride......... 105 25 
PD eevassinccdasdsaccosebecenssecscnteweseuasusse 100 24 
GREED CEIIGIIED ocicesnesevccvccsncccnscssecce 98 23 
LE | 6nd savsaddsecasevasssaetsointsiecakiseneie 41 10 
d-Amphetamine (Dexedrine) sulfate............eeee8 23 6 
SED an andecckinsccndieneiraaeresscenenateeaaewene 22 5 
Amphetamine (Benzedrine) hydrochloride........... 21 5 
GID ss énc0sisesdecescass dbnevdbedekes 15 4 
SEE “Sucdukuhcashneniecmnseviudsesdateenasaeiaes 12 3 
PE Atcandnuunck rude ctekeolatassendtiensannae 8 2 
MD ncetitses iinitets ies ksareeeionvinewescceus 6 2 
I i as ae eel 3 1 
Caramiphen (Panparnit) hydrochloride............. 3 1 
PETE bcheincdssuuddsbenbehadetcsbnedsadesesaeasues 2 1 


* Extract of Bulgarian belladonna standardized to yield 0.4 mg. of 
total alkaloids. 

+ Tropine benzohydryl ether methane suifonate. 

3 2-methyl-9-pheny]-2,3,4,9-tetrahydro-l-pyridindene hydrogen tartrate. 

§ Belladonna alkaloids. 

| Wine extract of the total alkaloids of belladonna root. 

4 10-[2-diethy!aminoethyl)-phenothiazine. 


SIDE-REACTIONS 
Of the listed side-reactions, 159, or two-thirds, were 
instances of dryness of the mouth (101 instances, 24% ) 
and blurring of vision (58 instances, 14% ), reactions 
common to almost all drugs used in the treatment of pa- 
ralysis agitans.‘* Pharmacological studies conducted by 
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Lederle Laboratories proved that the dryness of the 
mouth caused by trihexyphenidyl is mild and only 12% 
of that caused by atropine. When it is employed within 
therapeutic range, this reaction is rarely a source of dis- 
turbance to the patient. 

Other side-reactions included 24 instances (6%) of 
nausea, 18 (4%) of akinesia, 18 (4%) of dizziness, 
and 15 (3%) of mental confusion. These add up to 75, 
or 17%, of the patients treated, if each reaction had oc- 
curred in different patients. Excessive heat occurred in 
one patient. It was found, however, that one-third of the 
patients complained of more than one side-reaction. 
Hence, the 75 side-reactions may be attributed to 50, or 
12%, of the 411 patients. 

The complaint of nausea, in most instances, was re- 
lated to dryness of the mouth or to coincidental gastric 
upset. In the few cases in which nausea was actually due 
to an overdose of medication or special sensitivity of the 
patient, it readily disappeared on reduction in the dose of 
the drug. 

The complaint of akinesia cannot be attributed to the 
effects of trihexyphenidyl; it is one of the primary symp- 
toms of the disease. Examination of the records showed 
that the akinesia was not caused by the drug, but that it 
was not controlled by trihexyphenidyl in the dosage em- 
ployed at the time. An increase in the amount of trihexy- 
phenidyl, or the addition of d-amphetamine or amphet- 
amine to the medication, generally sufficed to correct 
the situation. 

It is known that dizziness and mental confusion can be 
caused by an overdose of trihexyphenidyl, especially in 
elderly patients. In fact, several instances of hallucina- 
tions have come to our attention in patients that were 
treated elsewhere with large doses of the drug. When it is 
employed in ordinary therapeutic dosage, there is seldom 
complaint of reactions other than blurred vision and dry- 
ness of the mouth. Even these symptoms are prominent 
only during the early months of treatment, since only 4 
of 259 patients who took trihexyphenidyl for two to five 
years discontinued the treatment because of side-reac- 
tions. There was not a single instance of serious side- 
reactions in the entire series. 


COMMENT 

Judged solely by the initial response of the patients, 
trihexyphenidyl indisputably qualifies as an excellent 
preparation for the treatment of paralysis agitans. The 
results of our study indicate that its efficacy continues un- 
diminished over extended periods. The follow-up of 411 
patients with paralysis agitans shows that 78% of them 
continued treatment with trihexyphenidyl for one to five 
years and 63% for two to five years. The data reveal that 
73% of the patients were improved by the treatment. No 
other agent now available produces equal results in the 
treatment of paralysis agitans. 


Two things stand out in the findings of the study: 1. 
Trihexyphenidy] is relatively nontoxic. A high percent- 
age of the patients tolerated it continuously over a period 
of years. 2. Trihexyphenidy] provided satisfactory bene- 
fits to the patients, If it had not, they would not have 
taken it for so long a time, but would have turned to other 
preparations. 
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The acclaim that has been given this drug since its Orig- 
inal use in the therapy of paralysis agitans is not acci- 
dental, but is directly related to its intrinsic values. Tri- 
hexyphenidyl not only is highly effective against rigidity, 
akinesia, tremor, oculogyria, lethargy, sialorrhea, and 
depression but causes few side-reactions of any conse- 
quence. The fact that 182 patients, or 44% of the series, 
derived benefits from the drug after taking it continuously 
for three to five years indicates that there is no great 
increase in tolerance to it and that patients can continue 
to take it with benefit for a long time. 


SUMMARY AND CONCLUSIONS 


The results of a five year follow-up survey, undertaken 
to determine the long-term action of trihexyphenidy] (Ar- 
tane) hydrochloride in 411 patients with paralysis agi- 
tans (Parkinson’s disease), are reported. It was found 
that the drug was well tolerated by patients with all types 
of paralysis agitans. Three out of every four patients took 
the drug for one to five years and derived benefits from it. 
It is effective against all the symptoms of paralysis agi- 
tans, but is especially useful in patients with oculogyria. 
Trihexyphenidyl successfully controlled that in 84% of 
the cases. 

Trihexyphenidyl can be used alone, but is some cases 
its effectiveness is enhanced by a suitable combination 
with other drugs. The increase in tolerance to this drug 
is small, so treatment may be effectively continued for 
many years. 


700 W. 168th St. (32) (Dr. Doshay). 





Hormones in Geriatrics —One should keep in mind the far- 
reaching effect of steroids on the various body tissues. Admin- 
istration of a specific hormone may alter the metabolism and 
function of more than one organ and produce many effects other 
than the ones desired. It is wise, therefore, to evaluate the pos- 
sible results of steroid therapy in the light of the patient’s ability 
to adapt to the changes. . . . Aged tissue is less responsive to 
hormonal action than is younger tissue. This may mean that 
larger doses and more time will be required to produce the de- 
sired results, Fortunately, in aged patients sex steroids can be 
administered in large doses without fear of inhibition of sper- 
matogenesis or oogenesis. 

Most of the endocrine dysfunctions in elderly people are poly- 
glandular in nature. No one steroid can, in such cases, alleviate 
the disorder completely. Combinations of hormones may sub- 
stitute for the pluriglandular deficiency, counteract the untoward 
effects of each other, and aid each other by a synergistic effect. 
.. . Multihormone therapy designed for the needs of the indi- 
vidual patient and approaching as nearly as possible normal 
blood concentrations may prove the most effective way to utilize 
the steroids. . . . Each geriatric patient represents a completely 
different problem, the results of all the stresses, injuries, and 
nutritional and functional deficits he has experienced in his 
lifetime. “Tailor made” therapy thus brings effective results 
psychologically as well as physiologically. It is gratifying to the 
geriatrician as well as to the patient, who frequently needs a 
sympathetic ear as much as medication. 

The present results with steroid therapy in geriatrics are 
astonishing; their future possibilities stagger the imagination. 
Steroids especially designed to produce a certain effect with no 
side-actions would be widely acclaimed. Radioactive steroids 
for therapy and clinical investigation may soon show us some 
of the secrets of cellular hormone utilization. With their abilities 
to reverse the body’s metabolic age the steroid hormones make 
geriatrics one of the most important and satisfying fields in the 
practice of medicine.—E. A. Jones, Jr., Steroid Hormones in 
Geriatrics, Journal of the American Geriatrics Society, Febru- 
ary, 1954. 
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PAROXYSMAL TACHYCARDIA IN THE NEWBORN WITH ONSET IN UTERO 


Morris Wilburne, M.D. 


and 


Edward G. Mack, M.D., Beverly Hills, Calif. 


Paroxysmal tachycardia in infancy was first described 
by Buckland? in 1892. Since then, there have been 
numerous reports of its occurrence; several of these cases 
were in newborn infants.? However, the present case is 
unique in that it appears to represent the third reported 
instance of paroxysmal supraventricular tachycardia 
other than atrial flutter in which the onset of the ectopic 
rhythm occurred in utero. We have preferred the more 
conventional restrictive classification of paroxysmal 
tachycardia of supraventricular origin to include only 
atrial, AV nodal, and (the theoretical sinus) paroxysmal 
tachycardias (P. D. White * and Katz *); thus paroxysmal 
atrial flutter and paroxysmal atrial fibrillation are con- 
sidered a distinct and second category of rapid heart 
action. The first case was reported by Garvin and Kline ° 
in 1947; the pacemaker in their patient was in the AV 
node and the heart rate was 200 to 250 per minute. The 
second was reported by Sancetta, Redding, and Haub- 
rich ° in 1952; the heart rate was 222, and the mechanism 
also appeared to have its origin in the AV node. The 
pacemaker in our patient was probably in the atria; the 
rate of discharge was 312 per minute (fig. 1 and 2). In 
addition, the literature contains reports of 9 cases of con- 
genital paroxysmal atrial flutter," bringing the total 
number of reported cases of all forms of prenatal or con- 
genital paroxysmal rapid heart action to 12. The small 
series suggests a threefold incidence of congenital atrial 
flutter as compared to congenital supraventricular tachy- 
cardia. 

REPORT OF A CASE 

The mother was a 27-year-old, white, normotensive woman 
who was admitted to the obstetrical division of the Cedars of 
Lebanon Hospital at 5 p. m. Sept. 23, 1952, at term and in early 
labor. Her pregnancy had been uneventful, except for mild 
nausea during the first three months for which she received 
dextroamphetamine sulfate, 5 grains (0.3 gm.) once daily, dur- 
ing the first month; this medication was replaced during the 
subsequent two months by Nidoxital (benzocaine 100 mg.; pyri- 
doxine hydrochloride, 50 mg.; nicotinamide, 25 mg.; d,/-methi- 
onine, 100 mg.; and pentobarbital sodium, 15 mg.), one capsule 
intermittently when necessary. The only medicaments taken dur- 
ing the remainder of her pregnancy, exclusive of labor, were the 
prenatal vitamin-mineral preparations Calphytin (thiamine hy- 
drochloride, 5 mg.; riboflavin, 3 mg.; niacinamide, 10 mg.; 
ascorbic acid, 37.5 mg.; vitamin A, 2,000 U. S. P. units; vita- 
min D, 400 U. S. P. units; ferrous sulfate, 3 grains [0.2 gm.]; 
dicalcium phosphate, 7.5 grains [0.5 gm.]; and calcium fluoride, 
1 mg.), three tablets daily, and Calcigen (calcium, 0.112 gm.; 
phosphorus, 0.046 gm.; fluorine, 0.076 mg.; ascorbic acid, 10 
mg.; and vitamin D, 125 U. S. P. units), one capsule daily. 
These drugs were taken to the day of delivery. She did not use 
tobacco. 

Examination on admission by her obstetrician (Dr. George S. 
Harris) revealed a fetal heart rate too rapid to be counted 
beyond 240 per minute. This was interpreted at the time as 
signifying fetal distress, but conservative management rather 
than surgical intervention was considered the procedure of 
choice by Dr. Harris. Four hours after admission the mother 
received an analgesic combination of meperidine (Demerol), 100 


mg., scopolamine, 1/150 grain (0.4 mg.), and secobarbital 
(Seconal), 3 grains, and six and three-quarter hours after ad- 
mission delivery was accomplished with the woman under low 
spinal anesthesia (1% tetracaine [Pontocaine] hydrochloride). 

At birth the infant girl weighed 7 Ib. 14 oz. (3,572 gm.) and 
was cyanotic and in obvious respiratory distress. The infant’s 
condition was considered serious, she was promptly placed in 
an incubator, and oxygen was administered. Her condition was 
too serious to permit electrocardiographic studies at this time, 
but her heart rate was estimated to be in excess of 280 per 
minute. Rhythm was regular, and there were no demonstrable 
murmurs. She was given tincture of digitalis, 2 minims twice 
daily. When the infant was approximately 36 hours old, peni- 
cillin, 50,000 units, was given orally every 4 hours. When she 
was 3% days old, the paroxysmal tachycardia ceased and was 
replaced by normal sinus rhythm and a heart rate of 128 per 
minute. This represented the first instance of sinus rhythm in 
this infant, and again no murmurs or other evidence of organic 
disease were detected. Cyanosis and dyspnea disappeared al- 
most immediately after cessation of the paroxysmal tachycardia. 
The dosage of tincture of digitalis was reduced to 1 minim twice 
daily. Approximately 12 hours later, paroxysmal tachycardia 
reappeared, Cyanosis and dyspnea again developed. The dosage 
of tincture of digitalis was increased to 2 minims twice daily. 
The infant’s condition became progressively worse, and on the 
sixth day bilateral moist rales, hepatomegaly, abdominal dis- 
tension, and edema of the labia developed. The prognosis ap- 
peared very poor at this time. The infant was then given 
lanatoside C (Cedilanid), 0.1 mg. intramuscularly every four 
hours for three doses. Approximately one hour after the third 
dose was given, the paroxysm terminated and the rhythm be- 
came regular sinus, with a heart rate of 120 per minute. On the 
following day, the dosage of tincture of digitalis was reduced 
to a maintenance dose of 1 minim daily. When the infant was 
9 days old, the administration of digitalis was discontinued, and 
on the 12th day she was discharged from the hospital weighing 
8 Ib. (3,628.7 gm.) and in apparent good health. 

The infant remained well until one month later when she was 
6 weeks old and when paroxsymal tachycardia recurred. An 
electrocardiogram revealed supraventricular tachycardia with a 





From the departments of medicine (Dr. Wilburne) and pediatrics (Dr. 
Mack), Cedars of Lebanon Hospital, Los Angeles. 

1. Buckland, F. O.: Case of Rapid Heart, Tr. Clin. Soc. London 25: 
92, 1892. 

2. Taran, L. M., and Jennings, K. G.: Paroxysmal Atrioventricular 
Nodal Tachycard'a in New-Born Infant, Am. J. Dis. Child, 54: 557 
(Sept.) 1937. Hubbard, J. P.: Paroxysmal Tachycardia and Its Treatment 
in Young Infants, ibid. 61: 687 (April) 1941. 

3. White, P. D.: Heart Disease, ed. 4, New York, the Macmillan 
Company, 1951. 

4. Katz, L. N.: Electrocardiography, ed. 2, Philadelphia, Lea & 
Febiger, 1946, 

5. Garvin, J. A., and Kline, E. M.: Congenital Paroxysmal Tachy- 
cardia: Report of Case Recognized Ante Partum, Am. Heart J. 33: 362, 
1947. 

6. Sancetta, S. M.; Redding, T. H., and Haubrich, W. S.: Supra- 
ventricular Tachycardia in Fetus: Report of Case, New England J. Med, 
247: 943, 1952. 

7. Carr, J. G., and McClure, W. B.: Auricular Flutter in Newly Born 
Infant: Report of Case, Am. Heart J. 6: 824, 1931. Tollas, H.: Uber 
einen Fall von intrauterin festgestellter paroxysmaler Tachykardie, Zen- 
tralbl. f. Gynik. 57: 60, 1933. Sherman, J., and Schless, R. A.: Auricular 
Flutter in Newborn Infant: Case Report, J. Pediat. 5: 802, 1934. Tar- 
nower, H., and Lattin, B.: Tachycardia in Newborn, New York J. Med. 
42: 805, 1942. Hedberg, G. T.: Foetal Arrhythmia—Congenital Auricular 
Flutter, Acta obst. et gynec. scandinav, 25: 392, 1945. Tauss'g, H. B.: 
Congenital Malformations of the Heart, New York, Commonwealth Fund, 
1947, p. 532. Stadler, H. E.: Prenatal Auricular Flutter, J. Pediat, 33: 
624, 1948. McLean, M. M.: Auricular Flutter in Newborn Baby, Arch. 
Dis, Childhood 27: 436, 1952, Anderson, R. C., and Adams, F. H.: 
Congenital Paroxysmal Tachycardia: Report of Case and Review of 
Literature, J. Pediat. 43: 668, 1953. 














1338 PAROXYSMAL TACHYCARDIA—WILBURNE AND MACK 






rate of 312 beats per minute. (Atrial flutter with 1:1 conduc- 
tion could not be excluded with certainty.) She was given tinc- 
ture of digitalis, 3 minims twice daily. On the following day, 
dependent edema developed and the baby was given lanatoside 
C, 0.1 mg. intramuscularly. One hour later 0.25 mg. of lanato- 
side C was administered intramuscularly, and six hours later 
0.4 mg. of lanatoside C was administered by the same route. 
Approximately eight hours later reexamination disclosed normal 
sinus rhythm with a heart rate of 130 per minute. The oral 
administration of tincture of digitalis was continued uninter- 
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Fig. 1.—Leads 1, 2, and 3 of electrocardiogram demonstrating par- 
@xysmal supraventricular tachycardia with heart rate 312 per minute in 
infant reported on. 








rupted during this period, and after the third day the infant was 
given a maintenance dose of 1 minim daily for one month. This 
was followed by a reduction to 1 minim every two days. When 
the baby was 3% months old (weight 13 Ib., 2 oz. [5,953.4 gm.]), 
paroxysmal tachycardia again developed. The dosage of tinc- 
ture of digitalis was increased to 3 minims every six hours, and 
after the third dose the rhythm reverted to normal sinus, with 
a rate of 140 per minute. The infant was then given a mainte- 
nance dose of 1 minim every two days for two months, then 
1 minim weekly until the age of 742 months, when adminis- 
tration of the drug was discontinued. At the time this report 
was written, the child was 15 months old, weighed 22 lb. (10 
kg.), and was in normal health. 


COMMENT 


The cause of the ectopic rhythm in this infant is 
obscure. In the immediate postnatal period, it was postu- 
lated that the arrhythmia may have been initiated by 
either (1) a metabolite of the terminal stages of preg- 
nancy to which the fetal myocardium was sensitive or 
(2) a subclinical electrolyte disturbance. However, the 
subsequent reappearance of paroxysms months after 
birth excluded these factors. Drugs were also eliminated 
for the same reason. 


Dynamically, this is a serious disease that requires 
prompt treatment. Owing to the markedly abbreviated 
diastolic filling time, stroke volume is sharply reduced 
and results in the development of both backward and 
forward failure. In addition, marked shortening of dias- 
tole reduces coronary flow that tends to introduce other 
factors—(1) further promotion of myocardial failure 
and (2) perpetuation of the arrhythmia due to ischemia- 
induced interference with recovery of the normal pace- 
maker, i. e., the sinus node. The drug of choice in the 
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infant is one of the digitalis preparations. One particy- 
larly adapted for this purpose is lanatoside C, adminis- 
tered intramuscularly or intravenously in a dosage of 
0.01 mg. per pound of body weight. This may be repeated 
at one-half to four hour intervals for two additional doses: 
however, considerable variation is necessary depending 
on individual urgency. Tincture of digitalis would appear 
to be best avoided in the treatment of the acute attack: 
its action is slower and its potency unreliable (owing to 
infrequent current usage and consequent long storage). 
For prophylaxis, however, it is a simple, practical prep- 
aration, provided arrangements are made with a pharma- 
cist to assure fresh preparations. Prophylactic therapy 
should be continued for a considerable period after cessa- 
tion of the arrhythmia. Our experience, as well as the 
experience of others, indicates a distinct tendency to 
recurrence. A two month period of prophylactic medica- 
tion would appear to be the minimum. During this period, 
vigilance should be exercised to detect drug-induced 
nausea and its consequent effect on the feeding pattern 
and development of the infant. In general, despite the 
seriousness of the disease, the prognosis is good with 
treatment, both for the acute attack and for the preven- 
tion of recurrences. 

Of some interest is the extreme tachycardia in our 
infant, i. e., 312 per minute. In 1943 Edeiken * was able 
to collect only 17 cases from the literature in which the 
heart rate exceeded 300; of these 12 were in infants. The 
most rapid heart rate recorded in a human being was 365 
per minute in an infant who died.° 
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Fig. 2.—Additional leads of electrocardiogram of infant reported on. 


SUMMARY 


The case of congenital paroxysmal supraventricular 
tachycardia (rate 312 per minute), as distinct from con- 
genital paroxysmal atrial flutter, reported brings to 12 
the total number of reported cases of all forms of con- 
genital paroxysmal rapid heart action. 
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SIGNIFICANCE OF NUCLEATED RED BLOOD CELLS IN 
PERIPHERAL BLOOD 


ANALYSIS OF 1,496 CASES 


Steven O. Schwartz, M.D. 


and 


Fred Stansbury, M.D., Chicago 


Under normal conditions, nucleated red blood cells 
are found only in the circulating blood of the fetus and 
the newborn infant. Beyond that period the presence of 
nucleated red blood cells in the peripheral blood indi- 
cates disorder in the blood-producing mechanism. Be- 
cause nucleated red blood cells are immature cells, they 
do not enter the blood normally. No totally satisfactory 
explanation is available of the precise mechanism that 
maintains a “barrier” that normally prevents primitive 
cells of the marrow from reaching the peripheral circu- 
lation. Evidence suggests at least two mechanisms: one 
chemical, primarily influenced by anoxia; the other phys- 
ical, dependent at least in part on the syncytial arrange- 
ment of primitive cells. The violation of this “barrier” 
and the escape of nucleated red blood cells signal the 
presence of a stimulus that is allowing the release of these 
cells, before they have passed through the intermediate 
reticulocyte stage, to become adult red blood cells ready 
for the circulation. An abnormal demand for red blood 
cells produces an outpouring into the peripheral blood 
of all cellular elements, because there is a certain amount 
of nonspecific stimulation that will increase the white 
blood cells with a concomitant increase in primitive white 
blood cells. The specific stimulation will bring an increase 
in young red blood cells and the reticulocytes and, in the 
severe cdse, an increase in nucleated red blood cells, 
which is the point of interest here. 

Stimuli sufficient to cause nucleated red blood cells 
to cross the barrier between the marrow and the general 
circulation are (1) hemorrhage, (2) hemolysis, (3) per- 
nicious anemia, (4) marrow displacement, which may 
be intrinsic or extrinsic, (5) anoxia from other causes, 
and (6) a diverse miscellaneous group of conditions that 
will be listed specifically later. Our interest in the signifi- 
cance of nucleated red blood cells in the peripheral blood 
was aroused by the remarkably high incidence of death 
that was noticed in a group of patients in whom this phe- 
nomenon had been observed. The present study, which 
revealed a mortality of almost 50% among patients in 
whom nucleated red blood cells appeared in the periph- 
eral blood, confirmed this correlation. 


EARLIER OBSERVATIONS 


It was not until the end of the last century that nucle- 
ated red blood cells were observed to be present in the 
peripheral blood in certain diseases: Von Noorden, 
quoted by Da Costa,’ in 1891 emphasized the presence 
of showers of nucleated red blood cells in cases of chloro- 
sis. Da Costa interpreted these blood crises as a favorable 
sign indicating regeneration of blood and therefore indi- 
cating an increase in red blood cells and the hemoglobin 
level. Bramwell * saw nucleated blood cells in the periph- 


eral blood as being indicative of an excessive or imperfect 
blood formation, an effort on the part of nature to com- 
pensate for increased corpuscular destruction. He cited 
experimental work in which nucleated red blood cells 
were made to appear in the peripheral blood of animals 
by bleeding them. In 1904 Cabot * noted that nucleated 
red blood cells occur in patients with severe infections 
and cited a fatal case of pneumonia with empyema in 
which the patient had a red blood cell count of 4,500,000. 
Cabot also noted that these nucleated cells were fre- 
quently present in cases of carcinoma even though an 
adequate red blood cell count and amount of hemoglobin 
were present. We now generally tend to think first of 
erythroblastosis fetalis, of Mediterranean anemia, and the 
other hemolytic anemias in connection with nucleated red 
blood cells in the peripheral blood. Diamond * had pointed 
out, however, that infectious diseases such as syphilis 
must be ruled out when erythroblastosis is suggested, be- 
fore a diagnosis is made. In 1948 Groen and Godfried ° 
observed that the prognosis is poor when nucleated red 
blood cells occur in the peripheral blood in congestive 
heart failure. In all the cases mentioned by these men, 
thrombi were found in the lungs, and cyanosis was a 
prominent clinical sign. Our studies confirm Groen and 
Godfried’s observation with regard to prognosis. 


MATERIAL AND RESULTS OF STUDY 


The records of the Department of Hematology of the 
Cook County Hospital, Chicago, were reviewed for a 10 
year period from 1941 to 1951. There were 1,496 cases in 
which nucleated red blood cells had been recorded during 
that time. In each of the 1,496 cases, the records showed 
whether the patient died while in the hospital or was dis- 
charged after therapy. Hemorrhage was the leading cause 
of nucleated red blood cells in the peripheral biood, and 
the most frequent lesion was a duodenal or gastric ulcer. 
Varices due to cirrhosis were next in order of frequency, 
and uterine bleeding was third. There were five cases of 
genitourinary bleeding of sufficient severity to produce 
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nucleated red blood cells in the peripheral blood. Also 
included in this category were several cases of thrombo- 
cytopenic purpura and one case of Rendu-Osler-Weber 
disease. The gross mortality in this group was 36%. The 
second largest group exhibiting nucleated red blood cells 
in the peripheral blood were patients with pernicious 
anemia. It is notable that in this condition for which in- 
tensive treatment was employed and specific therapeutic 
agents were available, the mortality was still 29%. Pa- 
tients with carcinoma comprised the third largest group, 
with an over-all mortality of 61%. This suggests that by 
the time nucleated red blood cells appear in the blood the 
carcinoma is well advanced, that is, it has led to either 
considerable anemia or extensive involvement of the 
marrow. 

Among thecases of blood dyscrasias, acute and chronic 
myelogenous leukemia produced by far the largest num- 
ber of nucleated red blood cells in peripheral blood. Of 
the 154 cases in this group, 90 were due to myelogenous 
leukemia and were equally divided between the acute and 
chronic forms. There were 21 cases of chronic lymphatic 
leukemia and the others were about equally distributed 
among lymphosarcoma, monocytic leukemia, reticulo- 


Conditions in Which Nucleated Red Blood Cells Were Found 
in the Peripheral Blood 


Percent- 
No.of No.Who No.Who ageof 


Condition Patients Lived Died Deaths 
SE oosctcdecsetsecsseen 361 231 130 36 
Pernicious anemia.............5+ 270 192 78 29 
SN dc icoks ade. cles canoe 224 88 136 61 
Cardiac conditions.............. 195 65 130 66 
Leukemia and related conditions 154 37 117 76 
Sais <isdtovcvessnudecs 115 49 66 57 
Hemolytic anemia............... 86 69 17 20 
Miscellaneous (cerebral vascular 

accidents, diabetes, etc.)....... 91 45 46 50 
WE cancedusiseussl eeccccece 1,496 776 720 48 


endotheliosis, Hodgkin’s disease, acute lymphatic leu- 
kemia, and multiple myeloma. It is hardly surprising that 
the mortality in this group should have been the highest, 
76%. In the group with hemolytic anemia, sickle cell 
anemia was present in 64 cases out of the 86. The re- 
maining cases consisted of congenital and acquired he- 
molytic anemia and Mediterranean anemia. The mortal- 
ity rate in this group was the lowest, but even here it was 
20%. The miscellaneous group contained such diverse 
conditions as lead, phosphorus, arsenic, and gas poison- 
ing; diabetes; polycythemia; myxedema; hyperthyroid- 
ism; lupus erythematosus; osteitis deformans; methemo- 
globinemia; and cerebral vascular accidents. Cerebral 
vascular accident was the largest single cause of the ap- 
pearance of nucleated red blood cells in this group, and 
only one in 17 patients survived. It is of interest that in 
this diverse group the mortality rate is 50%, which is 
almost the average for the entire group included in this 
study. 

Examination of data for two groups, 195 patients who 
had cardiac conditions and 115 who had infections, re- 
veals that the gross mortality in the former was 66% and 
in the latter 57%. In an attempt to evaluate these cases 
more particularly, all complicated cases and, in partic- 
ular, any in which the number of red blood cells of pa- 
tients was below 3,500,000 or in which hemoglobin 
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levels were below 10.9 gm. (70% ) were eliminated. Fx. 
cluded also from the group with cardiac conditions were 
those in whom anemia was due to uremia. Even with this 
critical selection the percentage of deaths remained high. 
The number of nucleated red blood cells in the remaining 
group of 93 patients varied from 1 to 19 per 100 white 
blood cells counted; usually there were less than 4 nucle- 
ated red blood cells per 100. Two of the cardiac condi- 
tions were caused by heart disease due to syphilis, and 
seven were listed as cor pulmonale. The remainder of 
these cases were evenly divided among rheumatic heart 
disease, arteriosclerotic coronary disease, and hyperten- 
sive heart disease. Of these patients, 41% failed to re- 
cover. After selective exclusion, 42 patients remained in 
the group with infectious diseases. The number of nucle- 
ated red blood cells varied from 1 to 9 per 100 white 
blood cells. Pneumonia was the diagnosis in 28 of the 42 
cases, and 5 cases were diagnosed as tuberculosis. Vari- 
ous bacterial infections made up the remainder. Forty- 
five per cent of these patients died. 


CONCLUSIONS 

The presence of nucleated red blood cells in the pe- 
ripheral blood is generally a sign that the prognosis is 
poor, as evidenced by the appalling mortality rate of 
almost 50% in the present study. Our findings would 
indicate that this is also true in cases of cardiac disease 
and in infectious diseases, especially when anoxia is pro- 
duced. It is worth repeating for emphasis that, of 93 pa- 
tients with cardiac conditions in the selected group, 41% 
died, and in the total group of 195 patients, 66% did not 
survive when nucleated red blood cells appeared in the 
peripheral blood. The relatively large number of deaths 
in the infectious group, particularly from pneumonia, 
was unexpected. Of 115 cases in which infections com- 
prised the principal cause of nucleated red blood cells in 
the peripheral blood, 57% were fatal, and, of the specially 
selected group of 42, 45% were fatal. Anoxia is evidently 
a dominant influence here as it is in the group of patients 
with cardiac conditions. Because of the nature of the un- 
derlying conditions, the prognosis is better in hemolytic 
anemia, hemorrhage, and pernicious anemia. The pres- 
ence of cases in which bleeding was a consequence of 
cirrhosis of the liver raised the percentage of fatalities in 
the hemorrhagic group. The prognosis is least good in 
carcinomatosis and leukemia. 
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Boric Acid.—It is incredible that a drug with such toxic pro- 
pensities and doubtful therapeutic value should continue to 
enjoy such popularity in the armamentarium of so many phy- 
sicians and occupy such a prominent place in the home medi- 
cine cabinets. Perhaps the explanation of this paradox is . . . 
that many topical agents survive as therapeutic agents, not so 
much in their power to do good, but in their failure to do 
harm. Apart from accidental poisoning with boric acid there 
should be greater awareness on the part of the medical pro- 
fession and laity of the toxic effects of absorption of boric 
acid from broken skin surfaces and mucous membranes. . 
Boric acid should be replaced in medical practice with more 
efficient and safer medication, and pharmaceutical houses 
should cooperate in an educational campaign to acquaint the 
public of its potential danger—H. G. Poncher, M.D., Boric 
Acid, The Journal of Pediatrics, December, 1953. 
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ACTIVE , RHEUMATIC HEART DISEASE IN PATIENTS OVER SIXTY 


James W. Grifone, M.D. 


J. Roderick Kitchell, M.D., Philadelphia 


Rheumatic activity is not often considered in dealing 
with patients over 60 years of age, although evidences of 
old rheumatic involvement of the heart are common find- 
ings at autopsy in this age group. Acute rheumatic heart 
disease is usually a disease of children and young adults. 
Cohn and Lingg* made a study of 12,000 patients in 
New York City who had rheumatic heart disease. They 
found that only 16% of these patients were in the age 
groups past 45, and only 3% of the total 12,000 were 
first affected after the age of 45. Their statistics indi- 
cated that the mean age of onset in men was 14.5 + 0.3 
years and in women it was 15.0 + 0.3 years. Children 
and young adults often present the typical “textbook” 
picture of fever, migratory polyarthritis, carditis, electro- 
cardiographic changes, leukocytosis, and increased sedi- 
mentation rate. Older patients may not present all these 
signs, and hence the diagnosis is more difficult. 

Rogers and Robbins? reviewed 41 cases of active rheu- 
matic myocarditis in which the diagnosis was proved 
pathologically. In 20 of the patients they found that the 
usual clinical manifestation of rheumatic activity were 
sufficiently evident to permit a correct clinical diagnosis. 
Moreover, most of these patients were in the first two 
decades of life. It is most interesting that the character- 
istic feature of the 21 cases in which active rheumatic 
disease was not diagnosed is that the patients averaged 
53 years of age and that all but five of these patients were 
over 40 years of age. They attributed the difficulty in 
diagnosing rheumatic activity in older age patients to at 
least three factors: (1) the atypical form that the disease 
may take, (2) the fact that active rheumatic myocarditis 
as a cause of cardiac failure may be obscured by con- 
ditions more commonly met with in this age group, 
notably hypertension, arteriosclerosis, and healed rheu- 
matic valvular disease, and (3) the fact that in certain 
instances the disease may be entirely silent. 

Several other papers of interest in this field have ap- 
peared over the past 10 years. Rosenthal and Feigin * 
classified the mitral valves at autopsy of 177 consecu- 
tive patients over 40 years of age. Eighty-one of these 
valves were found to be abnormal. In 32 instances the 
abnormality of the valves was caused by rheumatic dis- 
ease; in 7 it was classified as acute, in 8 as chronic, and 
in 17 as healed. A positive history of rheumatic disease 
was noted in only five cases. Greene and Bennett * re- 
ported the case of an initial attack of rheumatic heart dis- 
ease in a 61-year-old white man; the case was character- 
ized by complete heart block and Stokes-Adams syn- 
drome. Rakov and Taylor® reported a case of acute 
rheumatic fever in a woman 61 years of age; this case was 
characterized by attacks of paroxysmal nocturnal dyspnea 
associated with congestive heart failure and due to ex- 
tensive acute rheumatic myocarditis. Kaufman and Polia- 
koff ° found 50 cases of rheumatic heart disease among 
263 consecutive autopsies in patients between the ages 


of 40 and 81. Active rheumatic heart disease was the 
chief cause of death in at least 32% of this series of 50 
cases, as evidenced by clinical signs of activity and au- 
topsy findings. Four cases are presented, the youngest 
being 62 years and the oldest 76 years of age. 


REPORT OF CASES 


Case 1.—A 62-year-old white woman was admitted to the 
Presbyterian Hospital with a history of recent weight loss, 
loss of strength, dyspnea, and swollen ankles. She had been 
under treatment for what was considered to be arteriosclerotic 
heart disease for many years and had been known to have 
left bundle branch block for at least four years. She was 
thought to have a dilated aorta in the ascending and arch 
portions. Her blood pressure had been consistently high. 
Eleven years before her admission it was 216/120 mm. Hg. 
The diastolic pressure over the years seldom went below 100 
and usually was 110 to 140. At the time of hospitalization, 
the blood pressure was 160/95. Temperature was 99.8 F, 
pulse rate 102 beats per minute, and respirations 24 per 
minute. The lungs were clear. The heart was enlarged to the 
left. There was a normal sinus rhythm. There was an apical 
systolic murmur that was transmitted to the base. The ankles 
were slightly puffy. 

Routine urinalysis revealed 1+ albuminuria, some dark 
granular casts, and a few pus cells. Her blood cell count was 
not remarkable. The sedimentation rate (Westergren) was 26 
mm. in one hour on one occasion and 3 mm. on another. 
The Wassermann test was negative. Four blood cultures made 
over a period of 27 days were negative after 10 days of in- 
cubation. Chest roentgenograms revealed marked widening and 
tortuosity of the descending and arch portions of the aorta, 
slight ventricular hypertrophy and normal lung fields. Electro- 
cardiographic tracing showed a left bundle branch block. 
The patient was digitalized and for a time seemed to be well 
compensated. She continued to have a low-grade fever, how- 
ever, and a diagnosis of subacute bacterial endocarditis was 
entertained. On the seventh hospital day, she had some calf 
tenderness suggestive of phlebothrombosis. On the 27th hos- 
pital day, a protodiastolic gallop was noted. The patient be- 
came increasingly restless, and respirations suddenly ceased 
on the 34th hospital day. 

At autopsy the heart showed gross and microscopic evidence 
of active rheumatic heart disease. The mitral valve was thick- 
ened and slightly contracted; the chordae tendineae were 
thickened and shortened. On the auricular surface of the valve 
were two small verrucae, which on microscopic examination 
appeared to be of rheumatic origin. There was no evidence 
of a superimposed bacterial infection. Evidence of a reacti- 
vated rheumatic involvement of the myocardium was mani- 
fested by scattered Aschoff’s nodules. Death was undoubtedly 
caused by a disturbance of the conduction system by the 
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rheumatic process, and the final autopsy diagnosis made by 
Dr. Philip Custer’s pathology group at the Presbyterian Hos- 
pital was, “chronic rheumatic heart disease reactivated.” 

CasE 2.—A 76-year-old white pharmacist was admitted 
with a history of mild arthritic changes of two years’ dura- 
tion and acute exacerbation of all symptoms during the 
past month. Five months previously he had been forced to 
give up his pharmacy because of increasing pain and stiffness 
of the fingers plus general fatigue. About one month prior 
to admission, his right hand had become swollen and painful, 
his right knee became stiff, he had much back and shoulder 
pain, and there was an almost constant pain in the left side 
of his chest. The left arm and leg were also painful and stiff. 
On examination the following findings were reported: blood 
pressure 120/80, temperature 100 F, respirations 24 per 
minute, and pulse rate 112 beats per minute. Although the 
patient was complaining of labored breathing, the lungs were 
clear to physical examination. The heart was not enlarged. 
There was a normal sinus rhythm, and no murmurs were 
heard. The right hand was swollen and warm, with limitation 
of finger motion and great tenderness to palpation. The left 
hand and the right elbow were stiffened, but there was no 
tenderness or swelling. Both shoulders were painful and showed 
limitation of motion. The right knee was swollen, stiff, and 
painful. The ankles were swollen, although no pitting edema 
was noted. 

Laboratory studies showed normal urine. The blood count 
was within the normal range. The sedimentation rate (Wester- 
gren) was noted on two occasions to be 116 mm. per hour 
and 125 mm. per hour. Blood culture was negative. The 
electrocardiographic tracing was suggestive only of mild 
chronic myocardial change. There was no prolongation of 
auriculoventricular conduction, and the rhythm was sinus 
tachycardia. Roentgenograms showed degenerative arthritic 
changes with generalized demineralization. The chest roent- 
genogram was interpreted as showing pneumonitis in the lower 
lobe of the left lung. 

Initially it was thought that this man had acute rheumatoid 
arthritis. With the picture of fever, joint involvement, and 
high sedimentation rate, however, a tentative diagnosis of 
acute rheumatic fever was made. A trial of salicylate therapy 
was undertaken, after which the temperature was lowered and 
the joint symptoms disappeared but the tachycardia and the 
high sedimentation rate persisted. Later bronchopneumonia 
developed that did not respond to antibiotics, and he died on 
the 28th hospital day. 

At autopsy recurrent rheumatic pancarditis was found. The 
pericardium was bound to the epicardium by loose edematous 
fibrous tissue. The reddish-brown myocardium was very flabby. 
The tricuspid valve had several small nodules on the free 
margin of the leaflet and short thick chordae tendineae. One 
mitral leaflet also had a nodule on the free edge with many 
minute rugae at the line of coarctation. Chordae tendineae 
were thickened. Interadherence of the commissures and thicken- 
ing of the cusps of the aortic valve was also noted. Occasional 
Aschoff bodies were scattered throughout the myocardium. 
Additional findings included advanced bronchopneumonia. The 
postmortem diagnosis made by Dr. Custer’s pathology group 
at the Presbyterian Hospital was “recurrent acute rheumatic 
fever with active pancarditis and bronchopneumonia.” 


Case 3.—A 74-year-old white woman was admitted to the 
hospital with a history of fatigue and fever of eight days’ 
duration. She had had one admission seven years previously 
for virus pneumonia. Penicillin therapy prior to the present 
admission had not been effective in relieving her symptoms, 
The following pertinent physical findings were present at the 
time of admission: blood pressure 170/70, pulse rate 80 beats 
per minute, respirations 18 per minute, and temperature 100 
F. There was dulness to percussion and bronchial breathing 
over the lower lobe of the left lung. The heart was enlarged 
to the left. Systolic murmurs of low intensity were heard at 
the aortic, pulmonic, and apical areas. 

Blood studies revealed a hemoglobin level of 12.9 gm. per 
100 cc., 4,200,000 red blood cells, and 19,200 white blood 
cells. Differential count showed 68% filamented and 16% 
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nonfilamented neutrophils, 1% eosinophils, 12% lymphocytes 
and 3% monocytes. The sedimentation rate was 107 mm, 
(Westergren) in one hour. Blood culture was negative. 7 he 
electrocardiographic tracing showed only left ventricular pre. 
ponderance. Chest roentgenograms showed a slight cardiac 
and aortic enlargement. There was generalized fibrosis ang 
emphysema in both lungs and a suggestion of pleuritis on the 
left side. Through most of her 17 day hospital course, this 
patient had a low-grade fever, with temperature ranging from 
99.4 F to 102.8 F. There was frequent spiking in the evening, 
and occasionally the temperature came to normal. She received 
chlortetracycline (Aureomycin) and penicillin in adequate 
dosage without effect. After administration of 60 grains (4 
gm.) of aspirin a day, her temperature was reduced to normal 
and all of her symptoms disappeared. 

After discharge from the hospital, the patient was followed 
very carefully. At the time of writing, two and a half years 
later, she was in good health. She still had the heart murmur 
noted at the time of admission to the hospital. Although this 
patient gave no history of rheumatic fever, it was felt that her 
heart murmurs resulted from chronic rheumatic carditis and 
that this episode probably was due to recurrent acute rheu- 
matic fever. A good therapeutic effect following the use of 
salicylates favored this diagnosis. 

CasE 4.—A 68-year-old white woman was admitted to the 
hospital with a history of chills, fever, and gingival cellulitis 
after dental extraction 19 days previously. The gingival cellu- 
litis cleared up with penicillin therapy before admission to 
the hospital but chills and fever recurred. She complained also 
of weakness and fatigue. Previous diagnoses included bronchi- 
ectasis in 1935, chronic cor pulmonale, and probable car- 
cinoma of the left breast treated with roentgen irradiation in 
1951. On the present admission physical findings showed a 
temperature of 99.6 F, pulse of 120 beats per minute, respira- 
tions 22 per minute, and blood pressure 128/74 mm. Hg. 
Scattered crepitant rales were heard at both lung bases. A 
grade 1 mitral systolic murmur was heard. The left breast 
area showed postirradiation changes. 

The urine contained a trace of albumin and had a low 
specific gravity. Three blood cell counts were essentially nor- 
mal. The sedimentation rate (Westergren) on two occasions 
was 70 mm. per hour and 80 mm. per hour. Repeated blood 
cultures were negative. The electrocardiographic tracing showed 
right ventricular hypertrophy, the type commonly seen with 
cor pulmonale. The patient continued to have a low-grade 
fever, with temperature ranging from 99.6 to 100.8 F, that 
did not respond to large doses of penicillin or penicillin plus 
streptomycin. She had one episode of paroxysmal auricular 
fibrillation while in the hospital. The diagnosis of acute rheu- 
matic fever was considered, and the patient was given ample 
doses of salicylates, after which her temperature rapidly re- 
turned to normal and she improved symptomatically. She 
continued to do well, and six months after discharge, although 
no murmur was heard, mild congestive failure had to be con- 
trolled with digitalis and mercurial diuretics. She still had 
periodic episodes when the old bronchiectatic infections flared 
up, and she was never without some cough and expectoration. 
Although there is no definite proof that this episode was a 
reactivation of a previous rheumatic infection, it is interesting 
to consider the possible relationship between the oral infection 
and the onset of this episode, as well as the response to 
salicylates after failure of antibiotics. 


COMMENT 

With the present day trend toward prophylaxis, more 
and more persons who have had rheumatic fever as chil- 
dren are living to advanced ages. Because of the tendency 
toward antibiotic therapy many persons with rheumatic 
heart disease, whether it was recognized or not, receive 
a form of prophylactic treatment every time they see their 
physician for relief of any acute infection. Therefore, the 
problem of the elderly person with rheumatic heart dis- 
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ease and possible reactivation of the rheumatic state will 
be increasingly important in the future. In a person of ad- 
vanced years who has a history or clinical signs of previ- 
ous rheumatic fever, the diagnosis of recurrence should 
certainly be strongly considered when symptoms and 
sions fail to respond to the present day “shotgun” pre- 
scriptions of antibiotics. The findings by Janton * and his 
associates are significant. They found that there was his- 
tological evidence of rheumatic activity in 14 of 88 am- 
putated appendages in cases of rheumatic heart disease 
that was supposedly quiescent. They point out that a 
higher incidence of rheumatic stigmas might have been 
expected if the myocardium proper had also been exam- 
ined. It is probably true that rheumatic fever is never 
completely healed but can be reactivated in a susceptible 
person at any age by the same factors responsible for 
recurrence in a younger person. 
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SUMMARY AND CONCLUSIONS 


Active rheumatic fever with cardiac involvement does 
occur in patients over 60 but is often clinically undiag- 
nosed. Since the disease often presents an atypical picture 
in this age group, the diagnosis may depend on the detec- 
tion and proper evaluation of isolated rheumatic phe- 
nomena and on the response to salicylate therapy. Active 
rheumatic carditis should be considered as a possible 
cause of cardiac decompensation in older patients. Two 
such cases are reported in which the diagnosis was proved 
by autopsy, and the histories of two additional patients 
who recovered and in whom the diagnosis is not so cer- 
tain but quite likely are given. 
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ROUTINE TONOMETRY AS PART 


OF THE PHYSICAL EXAMINATION 


Robert W. Zeller, M.D. 


Leonard Christensen, M.D., Portland, Ore. 


From the viewpoint of most general practitioners, the 
diagnosis of ocular disease requires equipment and train- 
ing that are out of proportion to their productivity. Con- 
sequently, the responsibility for both diagnosis and 
treatment of ocular diseases has been left to the eye 
specialist by common consent. Such an arrangement 
might be satisfactory if the more serious progressive 
ocular problems were promptly recognized and referred 
for care as soon as they became manifest. Such is not the 
case however, for one of us (L. C.) has found that an 
appreciable percentage of the blind and near-blind pa- 
tients examined in the outpatient clinic of the University 
of Oregon Medical School had previously passed unrecog- 
nized through practitioners’ offices, clinics, and hospitals 
while their disease was in an active phase.' This was par- 
ticularly true of chronic glaucoma, in which adequate 
therapy depends on early recognition. At least 20,000 
persons (15% of the blind population) in this country 
are totally blind from glaucoma, and an additional 
150,000 are blind in one eye.” Of greater importance are 
the estimated 1 million persons (approximately 2% of 
persons over 40 years of age) in the United States who 
have chronic glaucoma and do not know it.’ With in- 
creased longevity, this number will tend to increase. 

Onset of the glaucoma complex may range from pain- 
less and insidious loss of vision in the peripheral visual 
field to a violent, explosive reaction in which there is se- 
vere pain, rapid depression of visual acuity, nausea and 
vomiting. It is the chronic type of glaucoma with an in- 
sidious onset that is of principal interest in the present dis- 
cussion, since this disease is often encountered, but rarely 
recognized, in a practitioner’s office. Regardless of the 
cause of glaucoma, there is one sign common to a high 
percentage of cases. This is an ocular tension above the 
average limits. Reasonably accurate ocular tensions may 
be obtained with any one of several types of tonometers, 


and this procedure does not usually require more than two 
or three minutes. It is the purpose of this paper to show 
that tonometry can be performed easily and with produc- 
tive results by all practitioners. Unfortunately, it will not 
be an established procedure included in the physical ex- 
amination until there is a change in the present attitude of 
teachers and practitioners outside the specialty of oph- 
thalmology. 

During the period from July 1, 1951, to June 30, 1952, 
inclusive, a dual study was conducted on interns and 
patients admitted to Multnomah County Hospital, the 
major teaching hospital of the University of Oregon 
Medical School. Our intent was to determine whether 
interns without a special interest in ophthalmology could 
be trained to determine ocular tensions with reasonable 
accuracy using a standard Schigtz tonometer. Also, we 
were interested in the interns’ reactions concerning the 
desirability of measuring ocular tensions as a routine part 
of a physical examination. 

The interns who participated in this study were from 
schools of the Middle West and East as well as of the far 
west. The rotation of interns placed a new man on the 
eye service every month, and his time was shared with 
the ear, nose, and throat service. Each new doctor coming 
on the service was informed of the incidence and natural 
history of glaucoma and was then given approximately 
10 minutes of instruction on the use of the Schigtz tonom- 
eter. He was asked to take as many measurements on 
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newly hospitalized patients as possible and was deliber- 
ately left with the impression that the sole purpose of this 
procedure was to locate new cases in the hospital popu- 
lation. He was urged to utilize all facilities and seek help 
from any member of the ophthalmology department 
whenever he desired and was interviewed by one of us 
(R. Z.) at least once a week. A fraction of the normal 
tensions and all those exceeding 25 mm. Hg (Schi¢tz) 
obtained by the interns were checked to verify their ac- 
curacy. As each intern finished his service, he was inter- 
viewed to determine his attitude concerning tonometry in 
his future practice. 

RESULTS 


The phrase “‘as many as possible” meant to some in- 
terns that they made no measurement of tensions at all 
and to others that they made as many as 140 determina- 
tions of tensions during a four week period. A total of 
over 1,000 determinations was reported by the 12 interns. 
None of the reported normal tensions was found to be 
abnormally high on the spot checks. Sixty of the tensions 
were over 25 mm. Hg. Seventeen of the 60 were verified 
on reexamination by one of us. These were then referred 
to the regular eye clinic of the University of Oregon 
Medical School for further study and treatment. Any 
intern who had recorded more than 30 or 40 tensions felt 
confident of his results. Those who had recorded fewer 
expressed doubts as to the accuracy of the results. Most 
felt that they were unable to eliminate squeezing of the 
lids as a source of error. In general, it was the impression 
of the ophthalmology faculty that the tonometric meas- 
urements taken by the interns were fairly accurate when 
the intern had taken more than just a few of these meas- 
urements. 

The wide variation in the number of tension measure- 
ments taken by different interns (zero to 140) raised the 
question of motivation. Those interns who had deter- 
mined only a few pleaded that their other duties prevented 
them from doing this work. One asked, in a rather hostile 
manner, why he was being requested to do this task in 
addition to his other duties. His implication was that the 
measurement of an ocular tension was a nuisance and 
would be of no value to him in his future practice. Even 
those who had done a substantial number of determina- 
tions gave the impression that they considered the whole 
study somewhat wasteful of their time. They regarded it 
as a duty rather than as something from which their 
patients might profit in future years. It was apparent that 
the interns preferred to do another tonsillectomy or pack 
another nose than to spend the time acquiring a new skill 
that they felt was unimportant. This was borne out by the 
fact that not one checked a tension, to our knowledge, 
after leaving the service. 


The question then arose as to why those interns con- 
sidered the measurement of ocular tensions unimportant, 
even when they seemed aware that glaucoma was a com- 
mon disease that often led to total visual disability. Their 
attitude appeared to reflect that of the faculty of the 
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schools from which they graduated. Their only exposure 
to ocular problems and the only demands made on their 
knowledge of ocular diseases was by the ophthalmology 
faculty of their medical schools. The medical and surgical 
faculties had ignored glaucoma in their teaching and did 
not require the determination of ocular tension in their 
case work-ups. 

Apparently the interns’ concept of what constituted 
complete physical examination had already become fixed, 
This was evidenced in many ways; for example, none 
seemed hesitant to order a chest roentgenogram of a pa- 
tient to rule out tuberculosis. They were unaware that 
they might have to order several hundred chest plates 
before they could detect a single active new case.** A 
similar attitude was held toward syphilis. Serologic ex- 
aminations for syphilis are routine for every hospital 
admission; yet, the interns did not know that the state 
laboratory in Oregon had to examine 1,000 blood samples 
to find 30 positive tests.t These positive tests would in- 
clude all the false positive and all the repeat blood tests 
done on known cases. There were in Oregon in 1950 
only 17 unknown cases of syphilis per 100,000 patients 
in contrast to 2,000 cases of glaucoma in every 100,000 
persons over the age of 40.° 

This high incidence of glaucoma indicates that use of 
tonometry on persons over 40 may bring about detection 
of a higher percentage of physical abnormality than many 
other procedures of the routine physical examination. It 
is also more productive from the viewpoint of therapy. 
This may be illustrated by comparing tonometry with 
determination of blood pressure. Any physical examina- 
tion that omitted determination of the blood pressure 
would not be considered complete by either the patient 
or the doctor. This is true because both have been trained 
to think in these terms; however, when one considers the 
end result of missing a case of hypertension and of missing 
a case of glaucoma, it is apparent that there is a significant 
difference. Therapy instituted early in a patient with 
hypertension is less likely to modify the end results than 
early therapy in glaucoma. In the latter instance, a diag- 
nosis a few months earlier may mean prevention of severe 
irreversible disability. 


Despite these facts and the results of their own experi- 
ence, these interns were not impressed, and it became 
apparent that, to introduce tonometry successfully as a 
part of a physical examination on an adult, the value of 
tonometry must be taught before the internship and in- 
struction in tonometry must be demanded by members 
of the faculty other than those in the ophthalmology 
department. If the ophthalmologists on medical school 
faculties are to be successful in teaching medical students 
the importance of glaucoma they must first teach their 
faculty colleagues that any practitioner can no more 
justifiably dissociate the body from the eye than the 
ophthalmologist can dissociate the eye from the body. 


SUMMARY 


On the basis of a study of 1,000 determinations of 
ocular tension made by interns at the Multnomah County 
Hospital (a teaching hospita! of the University of Oregon 
Medical School), the following conclusions are drawn: 
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Interns without special interest in ophthalmology can 
make accurate measurement of ocular tensions. Deter- 
mination of these tensions as part of the routine physical 
examination offers the best means of discovering glau- 
coma in the 2% of persons over 40 who have the disease. 
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The concept of what constitutes a complete physical 
examination must include tonometry before the 1 million 
undiagnosed glaucomas can be detected and patients 
prevented from having irreparable disability. 
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MANAGEMENT OF ULCER PATIENTS AFTER VAGOTOMY 


Franklin B. Wilkins, M.D., Whittier, Calif., Stephen J. Stempien, M.D., Beverly Hills, Calif. 
Herbert J. Movius II, M.D. 


Joseph A. Weinberg, M.D., Long Beach, Calif. 


A seven year experience with more than 800 vagot- 
omies for peptic ulcer at the Veterans Administration 
Hospital, Long Beach, Calif., has shown that success 
with this procedure depends on the following factors: 
(1) proper selection of cases,’ (2) skill and experience 
of the surgeon in achieving a complete vagotomy, (3) 
incorporation of an adequate pyloroplasty,? and (4) 
careful and prolonged postoperative management of the 
patient until gastrointestinal function is readjusted. 

An adequate vagotomy that results in the healing of an 
ulcer creates certain alterations in the autonomic nervous 
control of the gastrointestinal tract. These changes are 
variable from patient to patient. In the vast majority of 
patients they are minimal and transient. In some, how- 
ever, they are severe and prolonged. In this latter group, 
if proper attention is paid to the early symptoms and 
follow-up x-ray studies, methods of management can be 
used that lead to the restoration of normal function. The 
management of the patient during the early postoperative 
months may determine the success or failure of the oper- 
ative procedure. Seldom is this period of readjustment 
extended beyond the first postoperative year. In this 
paper we wish to discuss this important postoperative 
phase of the patient who has undergone vagotomy. 


IMMEDIATE POSTOPERATIVE CARE 

In addition to general measures such as early ambula- 
tion, supervised leg exercises, deep breathing and cough- 
ing, and the minimal use of narcotics, the immediate 
postoperative care is concerned with the use of nasogas- 
tric suction and special dietary measures. A nasogastric 
tube is inserted the evening before surgery. This is left in 
place for the first five postoperative days, during which 
time the nutrition of the patient is maintained by paren- 
teral alimentation. After the tube has been removed, the 
patient is given clear, bland liquids in small quantities for 
two days, after which a full bland liquid diet is allowed. 
Two days later a soft bland diet is started in small 
amounts if the patient has tolerated the liquid diet. The 
soft bland diet is continued for two weeks or longer and 
is then gradually increased to a regular bland diet, which 
is continued until it is changed by the physician. If signs 
or symptoms of gastric retention occur, the diet is 
changed to liquids in small quantities. 


POSSIBLE COMPLICATIONS 
Cardiospasm.—Cardiospasm is an infrequent compli- 
cation following vagotomy. It usually has its onset within 
the first postoperative week and lasts from a few hours to 


several weeks. The symptoms may be disturbing, but 
they are not incapacitating. The patient is usually re- 
lieved by adherence to a soft, well-masticated diet in 
which each meal is preceded by a glass of warm liquid, 
usually tea or water, sipped slowly. In patients with a 
more intractable type of cardiospasm, phenobarbital, 0.5 
grain three times daily for a week or two, has been help- 
ful in regulating the general state. In patients with the 
rare, severe type of cardiospasm, a 1% solution of pro- 
caine (30 cc.) mixed with a sufficient amount of psyllium 
seed mucilloid to make a thin gelatinous mixture, is swal- 
lowed before meals. This has been very effective clini- 
cally and has been shown fluoroscopically to relieve 
spasm.* So far in our series we have had no patient who 
has required management beyond these measures nor 
any patient who has had cardiospasm for longer than one 
month. 


Gastric Retention The failure of the stomach to 
empty adequately after vagotomy is a more difficult prob- 
lem. The indications for the treatment of inadequate 
emptying should be judged principally on the basis of 
symptoms, for most patients will show prolonged empty- 
ing times when checked roentgenologically although they 
have no complaints. Rarely severe degrees of gastric 
retention and dilatation occur with minimal symptoms, 
and these also should be treated. 

The severity of the symptoms generally varies with 
the degree of retention. With delayed emptying the pa- 
tient may complain only of postprandial fulness, which 
is usually of several hours’ duration and which varies 
with the amount of intake. A change to small frequent 
feedings will usually bring prompt relief to these pa- 
tients, and as the gastric tonus returns they can gradually 
return to a program of three feedings a day. A large in- 
take of fluid will cause fulness as rapidly as more solid 
food; therefore patients are instructed not to drink ex- 
cessively with their meals. If these dietary measures are 
unsuccessful and the fulness persists, bethanechol (Ure- 
cholin), in 5 to 10 mg. doses orally before meals, is 
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usually efficacious. This dosage may be increased gradu- 
ally to 20 mg. and may be continued for several weeks if 
necessary. Other parasympathomimetic drugs have not 
been as satisfactory in our experience. 


When the retention is of a degree that these measures 
do not relieve the symptoms, the patient should be re- 
hospitalized and given continuous nasogastric suction 
for 48 hours, followed by intermittent suction for an- 
other four days. After gastric tonus returns, the small 
frequent feedings should be started that are gradually 
increased over a period of several weeks to a full dietary 
regimen. If excessive fulness or vomiting occurs again at 
any time during this period, nasogastric suction should 
be reinstituted. Bethanechol is given in 10 mg. doses 
three or four times a day during this period. This dos- 
age may be gradually increased to 20 mg. three or four 
times a day. In the past year, there have been two pa- 
tients in the pyloroplasty group who failed to respond to 
the above management and required surgical interven- 
tion for control. Gastroenterostomy was added in one 
patient, although at the time of surgery no mechanical 
obstruction was observed at the pylorus. In the second 
patient, angulation due to an adhesion caused sufficient 
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Six hour glucose tolerance curve, showing hypoglycemia in patient who 
has undergone vagotomy and gastroenterostomy. 


narrowing at the pylorus to produce obstruction. In this 
instance lysis of the adhesion and enlargement of the 
pylorus gave a satisfactory result. 

Diarrhea.—Diarrhea after vagotomy remains a dis- 
turbing problem in a small percentage of patients, but its 
incidence has been reduced. The entire mechanism of 
diarrhea following vagotomy, with and without other 
surgical procedures, is not clear. Possibly an important 
causative factor in these patients is the sudden interrup- 
tion of the balance between vagotonic and sympathetico- 
tonic nervous influences on the small intestine. In some 
patients, it is possible that the reduction in gastric acidity 
following vagotomy predisposes to bacterial infection 
with consequent gastroenteritis owing to the lack of the 
bactericidal effect of acid. The fact that the use of antibi- 
otics or the addition of hydrochloric acid by mouth has 
been of little therapeutic value argues against this pos- 
sibility. Gastroscopic examinations in patients with a 
gastroenterostomy occasionally reveal a jejunitis accom- 
panying the more commonly seen gastritis. In these situa- 
tions the jejunitis may be a causative factor in producing 





4. Weinberg, J.; Kraus, A. R.; Stempien, S. J., and Wilkins, F. B.: 
Vagotomy in the Treatment of Duodenal Ulcer: Results in 350 Con- 
secutive Cases, A. M. A. Arch. Surg. 62: 161-170 (Feb.) 1951. 

5. Machella, T. E.: Symposium on Some Aspects of Peptic Ulcer: 
Mechanism of Post-Gastrectomy Dumping Syndrome, Gastroenterology 
14: 237-255 (Feb.) 1950. 
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diarrhea. It is possible that in some patients excessive 
retention of food contents in the stomach may predispose 
to diarrhea as a result of fermentative changes within 
the stomach. 


The disturbance responds to dietary management jn 
most cases. The size of the meals should be reduced and 
their frequency increased. In addition, the sugar con- 
tent of the diet is reduced and salt is moderately 
restricted. Fluids are restricted with meals and are given 
in small amounts between meals as frequently as desired. 
Bethanechol at meal time may be beneficial and should 
be tried in patients with refractory diarrhea. An initial 
oral dose of 5 or 10 mg. is given with each meal and js 
gradually increased to a maximum of 20 mg. One must 
be careful to avoid overstimulation, which may result in 
overproduction of gastric acid or hypermotility. In those 
patients in whom a severe postoperative gastritis with 
jejunitis has developed as a result of a gastroenterostomy, 
serious consideration should be given to taking down this 
abnormal communication and substituting a pyloro- 
plasty for it. In rare instances there are patients who con- 
tinue to have intractable diarrhea in spite of the above 
treatment. Fortunately, they maintain an adequate nu- 
tritional status and are not greatly handicapped by this 
symptom. The entire gamut of antidiarrheal measures 
should then be tried in order to effect some degree of 
control on an empirical basis. 

Dumping Syndrome and Hypoglycemic Reactions.— 
In a previous communication,‘ we reported that 81 pa- 
tients in a group of 350 undergoing vagotomy had post- 
prandial symptoms of headache, nervousness, sweats, 
hunger feelings, faintness, and dizziness closely mimick- 
ing hypoglycemic reactions. We used the general term 
hypoglycemic syndrome to describe these patients, al- 
though only some of them actually had demonstrable 
hypoglycemia during attacks. 

There has been much speculation on the cause of this 
syndrome. Machella ® considers the major cause to be 
an overdistention of the small intestine as a result of rapid 
dumping of hypertonic solutions into an atonic small in- 
testine. In our experience similar symptoms have also 
occurred in patients who had vagotomy alone or vagot- 
omy with pyloroplasty. We have demonstrated actual 
hypoglycemia in some of these patients whom we have 
studied in the hospital. The chart shows a typical six hour 
oral glucose tolerance curve in such a patient. In the 
treatment of this syndrome, the diet should be modified 
so that the meals are small and frequent and have a con- 
siderable reduction in the free sugar content. The worst 
form of management is to simply advise patients to “take 
a sweet during attacks.” This only reinforces a vicious 
circle of reactions. In our hospital we use two types of 
diet, depending on the severity of the disturbance. The 
first type is used only for patients who require hospital- 

ization. The principle of this diet is the reduction of the 
carbohydrate content to around 200 gm. and an absolute 
withdrawal of carbohydrates in the form of the freely 
soluble monosaccharides and disaccharides. The diet 
is relatively high in protein and fat. The fluid intake with 
meals is restricted, but fluids are allowed in small fre- 
quent quantities between meals. In patients with less 
severe forms of hypoglycemia, the total carbohydrate 
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content need not be restricted but the free sugar content 
of the diet is eliminated. Fluids are restricted at meal 
time. The patient is instructed to eat slowly, to masticate 
his food thoroughly, and to avoid the ingestion of exces- 
sive amounts of food at any one meal. 


SUMMARY 

In the majority of patients, disturbing effects that may 
follow vagotomy are mild and of short duration. In those 
in whom significant symptoms develop, the early and 
continuous application of the principles of management 
outlined here will result in the restoration of well-being. 
In our opinion, a large proportion of the reported poor 
results after vagotomy is due to a failure in adequate 
postoperative management. 

337 N. Greenleaf Ave. (Dr. Wilkins). 
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REHABILITATION OF A PATIENT WITH A 
HIGH CERVICAL CORD LESION 


REPORT OF A CASE 
Hilda Case, M.D., New York 


There is no more difficult problem in rehabilitation 
than that of a patiert with a high section of the cervical 
cord. Patients with physiologically and/or anatomically 
complete cervical cord lesions above the fourth cervical 
vertebra do not survive without artificial respiration. Sur- 
vival of patients with complete lesions between the fourth 
and fifth cervical vertebrae is becoming more frequent 
with present-day supportive therapy and a better under- 
standing of respiratory physiology. The following case 
history demonstrates rehabilitation to maximal self-suf- 
ficiency in a patient with a physiologically complete 
lesion between the fourth and fifth cervical vertebrae. 


REPORT OF A CASE 

On July 6, 1952, the patient, a 15-year-old boy, dived into 
shallow water; immediate motor and sensory loss of his trunk 
and all four extremities resulted. During the following four to 
six hours, the patient had intermittent periods of unconscious- 
ness and respiratory difficulty. Roentgenograms taken within 
two hours after the accident revealed normal body alignment of 
the cervical spine, with no evidence of fracture or subluxation. 
Lumbar puncture revealed bloody spinal fluid with slow 
dynamics. The sensory and motor level remained the same, 
and there was a bilateral Horner’s syndrome, no sweating 
below the level of the lesion, and complete areflexia. 

Immediate therapy consisted of the use of Crutchfield tongs 
with 2 to 3 Ib. (0.9 to 1.3 kg.) weights and gravity bladder 
drainage. The patient was placed on a rubber mattress in the 
supine position and given general supportive therapy. Neuro- 





National Foundation for Infantile Paralysis Fellow, Department of 
Physical Medicine and Rehabilitation, New York University College of 
Medicine. 

J. Lawrence Cantwell, B.A., assisted in the study of the patient. 
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logical signs remained unchanged. During the following two 
months, the patient’s condition remained critical, with frequent 
episodes of respiratory embarrassment. Lumbar punctures were 
done weekly and revealed complete spinal fluid block with 
rising protein levels. 

On Aug. 12, 1952, bilateral laminectomy of the third, 
fourth, and fifth cervical vertebrae demonstrated a fusiform 
enlargement of the cord at the lower limit of the fourth cervical 
bony segment down to the sixth. The dentate ligaments were 
cut, from the third through the sixth cervical vertebrae. A care- 
ful search revealed no mechanical obstruction. The dura was 
left open affording adequate decompression. Postoperatively 
the patient’s general condition stabilized; the skull tongs were 
removed on the 56th hospital day; and the sensory level had 
dropped about one dermatome, but the motor level remained 
unchanged. 

On Oct. 30, 1952, the patient was first admitted to the 
Institute of Physical Medicine and Rehabilitation, and it was 
noted that he was in excellent general condition, with essenti- 





Boy with high cervical cord lesion eating with arm rocker with spoon 
attachment. 


ally complete sensory and motor loss below the fifth cervical 
vertebra and flaccid paralysis. He had a superficial sacral ulcer, 
and a urethral Foley catheter was being used. There were no 
contractures. The boy’s bowels were controlled with enemas 
three times a week. 

A wheelchair with removable arms, reclining back, and 
adjustable leg rests was ordered. On Nov. 1, a program’ was 
initiated that included (1) muscle reeducation to all muscles 
above the lesion, (2) passive range of motion to all joints, (3) 
standing strapped to a tilt board, one hour daily, (4) functional : 
exercises in a wheelchair with plastic wand in mouth, (5) feed- 
ing with arm rocker with spoon attachment (see figure), and (6) 
bowel training. On this daily program, the patient acquired 
limited skills and great pride in his abilities. The patient was 
discharged to his home with an attendant. With his acquired 
skills in painting and use of the electric typewriter and with 
an active mind, he should function as a productive citizen. 


400 E. 34th St. (16). 
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HYDROCORTISONE IN THERAPY OF 
POISON IVY DERMATITIS 


Leon Goldman, M.D. 
and 
Robert H. Preston, M.D., Cincinnati 


Dermatitis from poison ivy or from poison oak is still 
a common form of seasonal dermatitis in many portions 
of the country. For the hypersensitive person, the cuta- 
neous reactions may be severe and may recur even with 
repeated episodes during a single season. Secondary com- 
plication, especially extensive pyogenic infection, may 
give rise to serious visceral involvement. There is as 
yet no good control program for the eradication of these 
poisonous plants on a community basis. Small local pro- 
grams are possible with chemical measures of weed con- 
trol. There are various techniques for preseasonal at- 
tempts at hyposensitization with extracts of these plants 
given orally or parenterally; however, from a purely clin- 
ical aspect, the symptomatic treatment of the acute 
dermatitis can give the patient considerable relief and 
can reduce the period of severe dermatitis. 

In order to evaluate treatment of such a self-limited 
disorder as dermatitis from poison ivy or from poison 
oak, it is necessary that certain criteria be followed. 
1. The dermatitis must be classified as mild, moderate, 
or severe. The rapid development of lesions after contact, 
the size of the lesions, the extent of spread, and the back- 
ground of known hypersensitivity of patient to poison 
ivy or to poison oak should be considered in classifying 
the reaction. 2. Since this is a self-limited disorder, any 
therapy must be begun early, preferably within the first 
few days. 

Our previous studies * have shown that, for such a 
brief severe uncomfortable episode as poison ivy derma- 
titis, the corticosteroids are very effective agents. In the 
original clinical investigative studies, poison ivy derma- 
titis was treated with corticosteroid only if the patient 
was seen early, only if the lesions were not infected, and 
only if the corticosteroid therapy was given for not more 
than five days. Many of these criteria cannot be followed 
in practical fashion in ordinary office practice, because 
patients may be seen after they have tried many other 
treatments and, under certain circumstances, because 
there is poor nursing care at home. The patients are still 
uncomfortable and consequently miserable. Also, the 
patient seen later may show evidence of secondary in- 
fection. 

CLINICAL MATERIAL 

Under these circumstances, a reevaluation was made 
of the cases of poison ivy treated with corticosteroids and 
observed in clinic and office practice during the past 
season. Hydrocortisone was given orally and in selected 
cases topically. Furthermore, an effort was made to com- 
pare and evaluate the results of hydrocortisone and cor- 
tisone given orally. The group studied included 47 





From the Department of Dermatology of the College of Medicine of 
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The hydrocortisone tablets, ointment, and lotions were furnished by 
Dr, Elmer Alpert, Merck & Company, Inc., Rahway, N. J. 

1. Goldman, L., and Preston, R, H.: Oral Use of Compound F in 
Common Skin Disorders, Correspondence, J. A. M. A. 151: 406 (Jan. 31) 
1953. 
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patients; 3 with mild dermatitis, 15 with moderate derma. 
titis, and 29 with severe dermatitis. Dermatitis had beep 
present for 2 days in 9 patients, for 2 to 5 days in 23, ang 
for 5 to 10 days in 15 before hydrocortisone was given, 
After therapy with hydrocortisone, no change was noted 
in the dermatitis in 11 patients, but in 36 there was much 
improvement. The only side-reactions noted were two in- 
stances of fatigue in children, three instances of urticaria, 
and three of insomnia. In 22 instances in which the der- 
matitis was seen before it had been present for 24 hours, 
hydrocortisone ointment was applied with excellent re- 
sults in 3 cases, slight change in 5 cases, and no change 
in 14 cases. The ointment was applied four times a day, 
In two patients given topical treatment, one with mild 
and one with severe dermatitis, a 2.5% hydrocortisone 
lotion was applied four times a day. There was an excel- 
lent result in the patient with mild dermatitis, but there 
was no change in the one with severe dermatitis. These 
figures show that, except for the patients selected for 
topical therapy, the patient with dermatitis who is apt 
to come to the physician is usually the one with severe 
dermatitis that will last for two to five days. No patients 
with obvious secondary pyogenic infection were included 
in this series. 

Dosage.—The dosage level for adults was usually 100 
or 120 mg. for the first two days in four or five divided 
doses, and then the dose was decreased 20 mg. on each 
of the following three days. In severe cases, the dosage 
was adjusted to the needs of the patient. An effort was 
made to prevent relapse by gradual reduction of the 
daily dose, still divided into four parts, through the fifth 
or sixth day. Potassium chloride was not given unless the 
medication was given for more than five days. Children 
were given comparative dosages; the small dosage forms 
of tablets, 10 and 5 mg. each, allow the daily dose to be 
divided into multiple parts. 

Side-Reactions.—The reactions to therapy in this 
small, unselected series were mild, since the patients 
were usually healthy and the treatment course was usu- 
ally brief. There appeared to be definite value for oral 
hydrocortisone therapy in this series of cases of poison 
ivy dermatitis. Three moderate cases of urticaria were 
observed. In each case, it occurred several days after 
the corticosteroid therapy was stopped. This was the 
first episode of urticaria in each patient. One patient re- 
lated the urticaria to increased nervousness induced by 
the steroid; the other two patients believed the urticaria 
was due to severe sun exposure. In each instance, the 
urticaria was relieved by a brief course of antihistamine. 
There could be much speculation about mechanism, but 
actually the cause of the urticaria in any of these patients 
could not be found. In view of these mild reactions and 
the brief period of therapy, it was felt that such a strong 
medicament as hydrocortisone could be recommended, 
especially for the patient with severe poison ivy derma- 
titis. 

COMMENT 

No studies were done in this series concerning the ef- 
fect of the drug on the “immunity mechanisms” in poison 
ivy dermatitis, The value of so-called quantitative patch 
testing is doubtful. Three patients in this series had more 
than two episodes of dermatitis in the same season. One 
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atient received small doses of hydrocortisone in an at- 
tempt to control the severity but not to suppress the entire 
reaction. This patient had repeated and severe episodes 
later, and each was controlled effectively with larger 
doses of hydrocortisone. In two other cases of known 
severe hypersensitivity, adequate and effective hydro- 
cortisone therapy for the first episode of the season was 
followed by repeated episodes of severe dermatitis later 
in the same season. 


SUMMARY AND CONCLUSIONS 


In comparison with our previous work, hydrocortisone 
given orally is, dosage for dosage, more effective than 
cortisone given orally. We believe that hydrocortisone is 
two-thirds to one time more effective. The incidence of 
mild reactions was approximately the same for patients 
given cortisone as for those given hydrocortisone. 

Hydrocortisone ointments have been shown by Sulz- 
berger and his group * to have local action on the skin. 
In our experience, the lanolin base hydrocortisone oint- 
ment is more effective locally for inhibition of inflamma- 
tion than hydrocortisone in other bases. 


3493 Brookline Ave. (20) (Dr. Goldman). 


2. Sulzberger, M.; Witten, V. H., and Smith, C. C.: Hydrocortisone 


(Compound F) Acetate Ointment in Dermatological Therapy, J. A. M. A. 
151:468 (Feb. 7) 1953; Hydrocortisone (Compound F) Free Alcohol 
Ointment, Correspondence, ibid. 152: 1456 (Aug. 8) 1953. 


PLATFORM DEVICE FOR EXAMINATION 
AND INJECTION TREATMENT OF 
VARICOSE VEINS 


Robert A. Nabatoff, M.D., New York 


It is becoming increasingly apparent that the most 
eflective method of treatment for varicose veins is a com- 
plete stripping procedure.' This operation can be per- 
formed with the patient under local anesthesia, and he 
can be semiambulatory.? There are, however, certain 
indications for the injection treatment of varicosities. 
Injections of sclerosing solution are useful for the treat- 
ment of large nevi araneosi (spiders), and they are also 
of value after operation if there are any residual varicose 
vein segments. 

While a great variety of techniques for the injection 
treatment of varicose veins has been described, most 
authors prefer the empty vein technique for the following 


reasons: 1. The irritant exerts its maximum effect when 


the vein is empty. 2. There is minimum postinjection 
reaction. 3. Large postinjection thrombi (which may 
take months to absorb) do not develop. The empty vein 
technique may be carried out effectively in the following 
manner. The patient stands erect when the needle is in- 
troduced, as the veins assume their greatest prominence 





From the Varicose Vein Clinic, Department of Obstetrics and Gyne- 
cology, the Mount Sinai Hospital. 

1. Emerson, E., and Muller, J.: Treatment of Varicose Veins with a 
Flexible Stripper, Surgery 29:71 (Jan.) 1951. Kutz, C., and Hendricks, 
W.: New Vein Stripper and Technique of Stripping, ibid. 29: 271 
(Feb.) 1951. Webb, A., Jr.: A Simplified Vein Stripper, ibid. 29: 
276 (Feb.) 1951. Zollinger, R., and Gilmore, H.: A New Intraluminal Vein 
Stripper, ibid. 32: 846 (Nov.) 1952. 

2. Nabatoff, R.: A Complete Stripping of Varicose Veins Under Local 
Anesthesia, New York J. Med. 53: 1445 (June 15) 1953. 

3. The apparatus is manufactured by the Hospital Accessories Com- 
pany, Woodside, N. Y. 
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with the patient in this position. As soon as the vein 
is punctured, the patient’s leg is elevated to the horizontal 
position to empty the vein and the injection is given. In 
order to achieve the maximum sclerosing effect, the leg 
is held in the horizontal position for two to three min- 
utes. After this, the patient stands and actively flexes 
and extends the foot. This maneuver accelerates the 
blood flow in the leg and produces a rapid dissipation 
of the sclerosing agent’s irritating effect. 

If the procedure is carried out with the patient stand- 
ing on a stool, the physician usually has to stoop to an 
uncomfortably low position. Furthermore, it is difficult 
to elevate the leg for the injection without dislodging the 
needle. While the leg is being elevated, the patient is 
often in a precarious position that is dangerous if any 
untoward reaction occurs. With this in mind, a platform 
device has been constructed to facilitate the injection 
treatment of varicose veins (see figure). 

The apparatus consists of a platform raised 30 in. 
above the floor with two steps leading up to it.® There 
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A platform device to facilitate the examination and injection treat- 
ment of varicose veins. 


are two side bars for the support of the patient; the one 
adjacent to the steps is detachable. A seat is fastened 
between the back portions of the side bars, and there is 
an adjustable leg support for the front of each bar. There 
is a 4 in. deep drawer just below the platform, which 
holds all necessary equipment. As the patient ascends 
the steps, he swings the bar aside to reach the platform. 
He stands erect as the physician introduces the needle 
into the vein. The leg is then elevated until the vein is 
empty, and the sclerosing solution is injected. With his 
leg still elevated, the patient gradually assumes a sitting 
position. The leg is maintained in the horizontal position 
on the leg support for two to three minutes. The patient 
then stands and actively flexes and extends his foot sev- 
eral times before leaving the platform. Since he grasps 
the side bars during all of these maneuvers, the patient 
feels secure at all times. This platform has been used 
over a period of two years, and it has greatly facilitated 
the examination and injection treatment of varicose 
veins. 


1150 Park Ave. (28). 
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Hydralazine Hydrochloride.—Apresoline Hydrochloride (Ciba). 
—CsHsN,.HCI.—M.W. 196.64.—1-Hydrazinophthalazine hy- 
drochloride.—The structural formula of hydralazine hydro- 
chloride may be represented as follows: 


HN-NH, 
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Actions and Uses.—Hydralazine hydrochloride, a derivative 
of phthalazine, is an antipressor drug that exerts chiefly a 
central action on the midbrain. It possesses a moderate degree 
of adrenergic (adrenolytic and sympatholytic) blocking action 
against the pressor effects of epinephrine and levarterenol. The 
drug increases blood flow through the kidney, diminishes cere- 
bral vascular tone, and reduces both diastolic and systolic 
blood pressure. Hydralazine may inhibit the pressor actions 
of angiotonin (hypertensin), serotonin, pherentasin, and pos- 
sibly other endogenous factors considered important in causing 
hypertension. It also inhibits the hormonal-cerebral vaso- 
pressor substance that may participate in varying degrees in 
more than one form of hypertensive disease and that is not 
affected by more potent adrenergic blocking agents. The ca- 
pacity to inhibit a pressor substance of cerebral origin may 
explain the drug’s effectiveness in neurogenic hypertension 
not benefited by extensive lumbodorsal sympathectomy. 

Hydralazine helps control essential and early malignant 
hypertension. Its efficacy is often greater in acute, severer, non- 
terminal phases of these disorders. With advanced pathologi- 
cal changes of the kidney (chronic renal hypertension or 
chronic glomerulonephritis), the effectiveness of the drug is 
considerably diminished. Although kidney function improves 
in some patients, evidence is lacking to indicate that the drug 
effects any anatomic alteration in patients with severe and 
progressive cardiovascular disease. More experience is neces- 
sary to determine whether the capacity of hydralazine to 
lower elevated pressure in early severe hypertension will delay 
development of vascular damage. Worth-while results may be 
expected in the toxemias of pregnancy. Preliminary studies 
indicate some beneficial effects in acute glomerulonephritis. 
Hydralazine is thus a useful adjunct in the control of diverse 
forms of hypertension, with due consideration to the environ- 
mental, dietary, and psychic factors involved. 

Although true tolerance to the drug has not been demon- 
strated, blood pressure may rise occasionally during treat- 
ment. When this occurs, it may be advisable to discontinue 
therapy for a week, then resume it with small doses as for 
initial treatment. 

Because the toxicity of hydralazine is low, serious untoward 
effects are seldom encountered. Studies on experimental ani- 
mals have not revealed evidence of chronic toxic effects on 
the tissues. Clinically, postural hypotension and circulatory 
collapse may precede a fall in blood pressure, but severe re- 
actions of this kind are relatively rare. The secondary effects 
of a reduction in blood pressure per se may cause tachycardia, 
headache, dizziness, faintness, palpitation, angina, numbness 
and tingling of extremities, malaise, depression, disorientation, 
and anxiety. In addition to these side-effects, the drug also 
may produce nausea, vomiting, and mild periorbital, ankle, 
genital, or other localized edema. Giant urticaria, relieved 
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when the drug is withdrawn, has also been reported. In Most 
patients side-effects usually disappear after the first two Weeks 
of medication but may persist with continued therapy 
appear upon increase of the dosage. 

The physician must be thoroughly familiar with the Char. 
acteristics of hydralazine before prescribing or administering 
the drug. Only with such understanding can the maximal bene. 
fit consistent with minimal untoward effects be fully realized 
Use of the drug in conjunction with other potent hypotensive 
drugs should not be attempted until there is further evide 
by which to weigh the possible usefulness of combined the 
against its potential dangers. 

Caution is advised in the prolonged administration of large 
doses as they have been reported to produce, in some Patients 
an apparently toxic response resembling either early rheu. 
matoid arthritis, or, what is regarded as a severer phase of 
the same syndrome, acute systemic lupus erythematosus. The 
milder rheumatic phase usually disappears when the drug is 
withdrawn or the dosage reduced. The severe erythematous 
form has been controlled with cortisone and corticotropin, 


Dosage.—Hydralazine hydrochloride is usually administered 
orally but may be injected parenterally (intramuscularly or 
intravenously) when the drug cannot be given by mouth. By 
either route, the dosage must be individualized in accordance 
with the response of the patient. 

In the ambulatory patient, therapy should be initiated by 
the oral route and the patient carefully instructed by the 
physician concerning the subjective effects that are produced, 
Headache and/or palpitation usually are experienced within 12 
to 24 hours following the initial dose. These symptoms usually 
disappear spontaneously, with no change in dosage, within 7 
to 10 days after starting treatment. 

The initial dose for moderate to severe hypertension should 
be 10 mg., given four times daily, after each meal and at bed- 
time, to make a total daily dose of 40 mg. Individual doses 
should be spaced equally and the total of 40 mg. per day con- 
tinued for the first two to four days, unless contraindicated 
because of severe or distressing side-effects. The dose may be 
increased to 25 mg. four times daily for the balance of the 
first week. During the second week, the dose may be increased 
to 50 mg. four times daily (total daily dose of 200 mg.). If 
side-effects are absent or minimal and the blood pressure can 
be reduced to a more desirable level, the single dose may be 
augmented by 10 or 25 mg. increments every five to seven 
days. Most patients obtain maximal benefit from the schedule 
of 100 mg. four times daily (total daily dose of 400 mg.); 
however, some patients are best stabilized with as little as 100 
mg. per day in divided doses. Others may tolerate as much 
as 600 mg. per day. If tolerance develops, the drug should 
be withdrawn for one week and then administration resumed 
at the lowest effective level. 

In hospitalized patients with severe types of hypertensive 
disease, therapy is also initiated by the oral route at a dose 
of 25 mg. every 6 hours for the first 24 hours. Thereafter, 
individual doses are increased by 25 mg. daily until the de- 
sired effect is obtained. Intervals between individual doses 
should be equal and no less than four hours apart. The same 
management of side-effects and tolerance for the ambulatory 
patient applies to the hospitalized patient. 

Parenteral injection may be used to initiate therapy in hos- 
pitalized patients with severe hypertension who are unable to 
take the drug orally. The usual parenteral dose is 20 to 40 
mg. intravenously or intramuscularly, every four to six hours, 
depending upon the patient’s response. In patients with ex- 
tensive renal damage, a smaller initial dose may be indicated. 
The blood pressure, which should be checked frequently to 
reveal any precipitous drop, will act as a guide to individual 
dosage. Pressure may begin to decline within 2 or 3 minutes 
after injection; the average maximal fall occurs within 10 to 
80 minutes. When the measured fall is not as large as de- 
sired, subsequent individual doses may be increased gradu- 
ally, provided absorption of the initial dose has not been 
delayed. It is usually possible to shift to oral therapy within 
24 to 48 hours. In cases of preeclampsia or eclampsia, the 
blood pressure may fall dramatically to normal levels within 
5 to 10 minutes, after the intravenous injection of 20 to 40 
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mg. It is advisable to inject 20 mg. as the initial dose and to 
follow with another injection if further reduction of blood 
ressure 1S desired. The effect may persist 6 to 24 hours. Addi- 
al injections may be given and, as soon as feasible, the 


tion : A tee 
patient shifted to oral therapy with the schedule ordinarily 
followed for hospitalized patients. In hypertensive episodes 


associated with acute glomerulonephritis, intramuscular injec- 
tions of 0.25 mg. per kilogram of body weight are usually 
effective in reducing blood pressure. Injections may be re- 
peated as necessary every four to six hours. 


Tests and Standards.— 

Physical Properties: Hydralazine hydrochloride is a white, odorless, 
crystalline powder, m.p. 270-280° (with decomposition). It is very slightly 
soluble in ether. The amounts which dissolve in the following solvents to 
form 100 ml. of solution are 0.2 gm. in alcohol and 4.4 gm. in water. 
The pH of a 2% solut.on is 3.5-4.5. 

Identity Tests: Dissolve about 50 mg. of hydralazine hydrochloride in 
about 15 ml. of water in a test tube, add an excess of picric acid T.S., 
filter the mixture, wash the precipitate, and dry it at 105°: the picrate 
melts with decomposition at 195-205°. 

Dissolve about 25 mg. of hydralazine hydrochloride in 10 ml. of water, 
and add 2 drops of nitric acid and 1 ml. of silver nitrate T.S.: a white 
precipitate forms, which is insoluble in diluted nitric acid but soluble 
in diluted ammonia solution (presence of chloride). 

Prepare a 0.001% solution of hydralazine hydrochloride as follows. 
Transfer to a 100 ml. volumetric flask 0.1 gm. of hydralazine hydro- 
chloride, accurately weighed, fill to the mark with water, and mix. 
Transfer to a second 100 ml. volumetric flask 10 ml. of the solut‘on, 
dilute to the mark, and mix. Transfer to a third 100 ml. volumetric flask 
10 ml. of this last solution, dilute to the mark, and mix. The solution 
shows ultraviolet absorption maxima at about 211, 240, 260, 304, and 
315 mu and minima at 228, 250, 298, and 312 my with a slight inflection 
at about 290 mu. 

Purity Tests: Transfer 2 gm. of hydralazine hydrochloride to a 250 ml. 
Erlenmeyer flask, add 100 ml. of water, and shake intermittently for 
about 30 min, Filter the solution through a tared sintered glass crucible 
and wash any precipitate in the flask into the crucible. Wash the residue 
with three 10 ml. port:ons of water, dry at 105° for about 3 hours, cool, 
and weigh: the insoluble material does not exceed 0.2%. 

Dry about 1 gm. of hydralazine hydrochloride in a vacuum desiccator 
over phosphorus pentoxide for about 8 hours: the loss in weight does 
not exceed 0.5%. 

Char about 1 gm. of hydralazine hydrochloride, accurately weighed, 
cool the residue, add 1 ml. of sulfuric acid, heat cautiously until evolution 
of sulfur trioxide ceases, ignite, cool, and weigh: the residue does not 
exceed 0.1%. 

Assay: (Hydralazine Hydrochloride) Transfer to a 250 mi. iodine flask 
about 50 mg. of hydralazine hydrochloride, accurately weighed, and dis- 
solve it in 25 ml. of water. Add 1 gm. of sodium bicarbonate and 25 ml. 
of 0.1 N iodine. Allow the reaction mixture to stand for 15 min., add 
5 ml. of hydrochloric acid, and titrate the excess iod:ne with 0.1 N sodium 
thiosulfate using starch as an indicator. Each milliliter of 0.1 N iod‘ne 
consumed is equivalent to 0.004916 gm. of hydralazine hydrochloride. The 
amount of hydralazine hydrochloride is not less than 98.0 nor more 
than 102.0%, 


Dosage Forms of Hydralazine Hydrochloride 

SoLuTION. Identity Tests: The solution responds to the picrate identity 
test for the active ingredient in the monograph for hydralazine hydro- 
chloride. 

Assay: (Hydralazine Hydrochloride) Transfer to a 250 ml. iodine flask 
an amount of solution, accurately measured, equivalent to about 50 mg. 
of hydralazine hydrochloride. Add enough water to bring the volume to 
25 ml. Add about 1 gm. of sodium bicarbonate and 25 ml. of 0.1 N iodine. 
Proceed as directed in the assay for hydralazine hydrochloride in the 
monograph for hydralazine hydrochloride starting with “Allow the 
reaction mixture to stand . . .” Each milliliter of 0.1 N iodine 
consumed is equivalent to 0.004916 gm. of hydralazine hydrochloride. The 
amount of hydralazine hydrochloride is not less than 95.0 nor more than 
105.0% of the labeled amount. 

TasLets. Identity Tests: Grind a number of tablets equivalent to about 
50 mg. of hydralazine hydrochloride and transfer the powder to a test 
tube containing about 15 ml. of water. Remove the suspended material 
by centrifuging and add an excess of picric acid T.S. to the supernatant 
solution, Filter the precipitate, wash, and dry at 105° for 1 hour: the 
Picrate melts with decomposition at 195-205°. 

Assay: (Hydralazine Hydrochloride) Transfer to a 100 ml. volumetric 
flask an amount of powder, accurately weighed, equivalent to about 0.2 
gem. of hydralazine hydrochloride. Add about 50 ml. of water and shake 
mechanically for about 15 min. Fill to the mark with water and mix. 
Transfer to a 250 ml. iodine flask 25 ml. of the solution. Add 1 gm. of 
sodium bicarbonate and 25 ml. of 0.1 N iodine. Proceed as directed in 
the assay for hydralazine hydrochloride in the monograph for hydralazine 
hydrochloride starting with, ‘Allow the reaction mixture to stand . . .” 
Each milliliter of 0.1 N iodine consumed is equivalent to 0.004916 gm. o 
hydralazine hydrochloride. The amount of hydralazine hydrochloride is 
not less than 93.0 nor more than 107.0% of the labeled amount. 
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Ciba Pharmaceutical Products, Inc., Summit, N. J. 

Solution Apresoline Hydrochloride: 1 cc. ampuls. A solu- 
tion containing 20 mg. of hydralazine hydrochloride in each 
cubic centimeter. Preserved with 0.5% chlorobutanol. 

Tablets Apresoline Hydrochloride: 10, 25, 50 and 100 mg. 
U. S. patent 2,484,029. 





COUNCIL ON FOODS 
AND NUTRITION 








ACCEPTED FOODS 


The following products containing non-nutritive artificial 
sweeteners intended for use in low carbohydrate, low sodium, 
and other therapeutic diets have been accepted as conforming 
to the rules of the Council. Data regarding composition repre- 
sent the best available information, which is based on submitted 
reports of analyses. The Council has requested continuing ana- 
lytical studies, especially of the sodium content of products in- 
tended for use in low sodium diets, because of the natural 
variations in the composition of processed foods. 


James R. WiLson, M.D., Secretary. 


Monarch Finer Foods Division, Consolidated Grocers Corpo- 
ration, Chicago. 
Monarch Brand Diet Dessert Dietetic Pack Apple Sauce. 

Ingredients: Applesauce packed in water with the addition of 
cyclamate calcium (Sucaryl Calcium). 

Analysis (submitted by manufacturer).—Available carbohy- 
drates (total carbohydrate minus crude fiber) 11%, fat (ether 
extract) 0.3%, protein (N x 6.25) 0.2%, ash (minerals) 0.2%, 
sodium 13.8 mg./100 gm., and cyclamate calcium 0.2%. 

Calories.—0.50 per gram; 14.2 per ounce. 

Use.—In low sodium, low calory, and other therapeutic diets. 


Monarch Brand Diet Dessert Dietetic Pack Apricot Halves. 

Ingredients: Apricots packed in water with the addition of 
cyclamate calcium (Sucaryl Calcium). 

Analysis (submitted by manufacturer).—Available carbohy- 
drates (total carbohydrate minus crude fiber) 9%, fat (ether 
extract) 0.2%, protein (N x 6.25) 0.3%, ash (mineral) 0.5%, 
sodium 1.1 mg./100 gm., and cyclamate calcium 0.3%. 

Calories.—0.40 per gram; 11.3 per ounce. 

Use.—In low sodium, low calory, and other therapeutic diets. 


Monarch Brand Diet Dessert Dietetic Pack Blackberries. 

Ingredients: Blackberries packed in water with the addition 
of cyclamate calcium (Sucaryl Calcium). 

Analysis (submitted by manufacturer)—Available carbohy- 
drates (total carbohydrate minus crude fiber) 11%, fat (ether 
extract) 0.8%, protein (N x 6.25) 1%, ash (minerals) 0.4%, 
sodium 0.37 mg./100 gm., and cyclamate calcium 0.35%. 

Calories —0.53 per gram; 15 per ounce. 

Use.—In low sodium, low calory, and other therapeutic diets. 


Monarch Brand Diet Dessert Dietetic Pack Boysenberries. 

Ingredients: Boysenberries packed in water with the addition 
of cyclamate calcium (Sucaryl Calcium). 

Analysis (submitted by manufacturer).—Available carbohy- 
drates (total carbohydrate minus crude fiber) 8%, fat (ether 
extract) 0.8%, protein (N x 6.25) 0.6%, ash (minerals) 0.3%, 
sodium 0.3 mg./100 gm., and cyclamate calcium 0.35%. 

Calories.—0.45 per gram; 12.8 per ounce. 

Use.—In low sodium, low calory, and other therapeutic diets. 
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IATROGENIC DISEASE 


From 1900 to 1925 all subjective symptoms had to 
be explained by the presence of organic defects. Two 
world wars have demonstrated that many symptoms 
arise from fear, anxiety, and feelings of guilt, hostility, 
or inferiority, especially if present over a long period.’ 
Such diseases as duodenal ulcer, hypertension, rheu- 
matoid arthritis, some allergic conditions, and dys- 
menorrhea are now known to be related to emotional 
disturbances. It is a serious error to always assume that 
a patient’s complaint is necessarily an indication of a 
physical disorder. Such an attitude in the past led too 
often to a rigid, static, and mechanical treatment of the 
patient’s supposed disease rather than to a flexible and 
skillful management of the whole patient. 


Failure to recognize emotional factors and single- 
minded pursuit of an organic cause for a patient’s symp- 
toms may convince the patient that he has a serious 
organic disease. This may tend to fix his symptoms and 
make him a permanent invalid. When the patient has no 
definite pathological findings, some minor abnormality 
should not be pounced on as a probable cause for the 
symptoms. Treatment directed at such a finding will not 
benefit permanently and may even harm the patient. 
Recognition that an emotional disturbance is causing a 
patient’s symptoms should not provide an excuse to hide 
inability to strike at the cause by using a barrage of 
scientific terms beyond the patient’s ability to compre- 
hend. This depresses rather than impresses the patient, 
who is then likely to seek the advice of another phy- 
sician.* This time the patient is more wary in his ap- 
proach and tries to stress the organic nature of his ill- 
ness. Thus he has been pushed one step nearer to an 
iatrogenic illness. 

There are many ways in which the doctor-patient 
relationship may foster iatrogenicity. If the physician 





1. McNeill, J. H.: Iatrogenic Disease, North Carolina M. J. 12: 231- 
233 (June) 1951. 
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103-107 (Jan.) 1948. 
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betrays anxiety in his face, voice, or manner the patient, 
who is already anxious, is quick to sense it and tg 
exaggerate its significance. Some patients are more 
predisposed to iatrogenic disorders than others. The 
hypochondriac succumbs most readily. The inadequate 
immature person may use physical complaints to evade 
an unpleasant responsibility. Poor mental development 
also favors misinterpretation of the physician’s words. 
If such a patient is treated as though he has an Organic 
disease his neurosis becomes fixed.* Because iatrogenic 
neuroses are likely to follow the unwise use of too 
extensive diagnostic studies, especially if they include 
roentgenologic, electrocardiographic, or other elaborate 
examinations, great care should be exercised in the way 
the necessity for these procedures is explained to the 
patient. What the doctor tells his patient also has a great 
influence on the patient’s reaction. Much harm may be 
done by giving a patient alarming information or by 
giving a minor condition an alarming name. For ex- 
ample, in World War I combat fatigue was called “shell 
shock,” and patients clung to this diagnosis for the rest 
of their lives.* In World War II, by calling it exhaustion, 
it was recognized by the patients as a transient condi- 
tion and they recovered. 


The type of treatment given is another factor in pro- 
ducing iatrogenic disease. If a thyroid is removed be- 
cause of a rapid pulse and hypothyroidism results or if 
barbiturates given for alcoholism result in barbiturate 
addiction, iatrogenic diseases have certainly been pro- 
duced. In addition to overanxiety on the part of the 
doctor, oversympathy may also aggravate relatively 
unimportant symptoms, as it gives the patient the im- 
pression that his physician is holding back information 
as to the true seriousness of the condition. On the other 
hand, if the patient senses an undercurrent of hostility 
in the doctor, he may think the doctor is irritated be- 
cause he does not know the nature of the disease or how 
to cure it. The patient then concludes, in view of the 
doctor’s apparent inability to deal with the disease, that 
it must indeed be a serious condition. One familiar form 
of hostility is implied when the physician tells the patient 
there is nothing wrong with him and leaves the impres- 
sion that it is a bother to see such complainers. This does 
not help the patient and may lead to chronicity of his 
complaints as well as to open criticism of the doctor. 

Several means of preventing iatrogenicity suggest 
themselves. Instead of telling a patient that nothing was 
found to account for his illness, he should be told what 
the underlying emotional factors are and how they are 
producing real but not incurable symptoms. This must 
be done in language that the patient can readily under- 
stand and in a way that will be helpful to him. Above 
all, there must be convictions and the courage to stand 
by them. Rash statements either in the patient’s presence 
or in his hearing are inadvisable, as is a lengthy technical 
discussion of the patient’s illness with a consultant, 
intern, or nurse at the patient’s bedside. 
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It is important to determine, if possible, in which pa- 
tients iatrogenic disease is likely to develop. Sometimes 
this is not difficult; sometimes of course it is impossible. 
However, two aspects of the problem are self-evident— 
the need for a friendly understanding manner and the 
yalue of inspiring patients with hope, which is a very 
important part of treatment. 


TODAY’S HEALTH 


In order to achieve its greatest usefulness, any mag- 
azine must reach the persons for whom it is written. 
Today's Health discusses the personal and community 
health needs of the lay public and how to meet them. It 
emphasizes the family’s need for a family doctor and the 
community’s need to suppress medical fraud and quack- 
ery. A plan whereby this magazine can be made available 
to a larger audience has been developing in the past two 
years. The essence of the plan is a substantially lowered 
annual subscription rate to business and industrial firms, 
schools, hospitals, or any group ordering 10 or more 
copies to be sent to one address and the same low rate 
when 25 or more copies are ordered through one agency 
to be sent to the individual home or office address of em- 
ployees. 

The Timken Roller Bearing Company has the largest 
order under this plan; 1,056 copies per month are mailed 
to the home address of their field and office staff. Many 
other nationally known firms, including telephone com- 
panies, insurance companies, manufacturers of first aid 
supplies, pharmaceutical houses, and large oil com- 
panies are among the beneficiaries of this plan. Six state 
universities have used the plan for their faculty mem- 
bers. The Mayo Clinic placed an order for 290 four-year 
subscriptions to Today’s Health through the local 
woman’s auxiliary. The magazines will be placed in 
wards and clinic waiting rooms throughout the clinic and 
its associated hospitals. This is a project that other clin- 
ics and hospitals might find well worth while. 


CURRENT MEDICAL LITERATURE 
ABSTRACTS 


For many years THE JOURNAL has published among 
the abstracts of Current Medical Literature the table of 
contents of various periodicals from which at the time no 
abstract was made. While these tables of contents were 
published in smail type and while no doubt they were of 
interest to some readers, they required a considerable 
amount of space, which it is believed can be used to the 
advantage of even more readers. Furthermore, the cost 
of producing a medical journal has become so great that 
only those activities seemingly in demand by the readers 
are indicated. Surveys and correspondence reveal far 
more interest in the abstracts than in the titles. In fact, 
there has been a growing demand for abstracts and for 
their arrangement under headings that indicate the broad 
fields in which the abstracts may be placed. In view of 


EDITORIALS AND COMMENTS 1353 


this ever-increasing interest in the abstracts themselves, 
THE JOURNAL, beginning with this issue, will omit those 
items that comprise only the table of contents and will 
arrange the abstracts under the various specialties. 


RULES FOR SAFETY DURING THUNDERSTORM 


Last summer a man was killed by lightning while lean- 
ing against a tree along a creek where there were many 
other trees. The question has been asked whether lean- 
ing against a tree increases its attraction for lightning. 
While human beings are better conductors of electricity 
than dry wood, if the exterior of a tree trunk is wet, it 
may be a better conductor. At the beginning of a thunder- 
storm the trunk may not be wet because the leaves will 
protect it from the rain for a while. 

One of the safest places during a lightning storm is in 
some metal enclosure, such as an automobile with a 
metal top, a steel railway coach, or a steel building. A 
dangerous place during a lightning storm is in the middle 
of a field away from all trees or in a wooden boat in a large 
expanse of water. In a residential area, if the house is 
higher than the surrounding trees, the lightning may dis- 
charge through the building. If trees in the same vicinity 
are higher, lightning may discharge through them instead 
of the house. Pointed lightning rods will discharge the 
atmosphere and conduct the lightning to the ground. A 
farmer plowing a field would be safer under the tractor 
than perched in its seat. 


The following rules for personal safety during a 
thunderstorm are given in the “Code for Protection 
Against Lightning,” compiled by the National Bureau of 
Standards. 

(a) Do not go out of doors or remain out during thunder- 
storms unless it is necessary. Stay inside of a building where 
it is dry, preferably away from chimneys, fireplaces, stoves, 
and other metal objects. 

(b) If there is any place of shelter, choose in the following 
order: 

1. Large metal or metal-frame building. 

2. Dwelling or other buildings which are protected against 
lightning. 

3. Large unprotected building. 

4. Small unprotected building. 

(c) If remaining out of doors is unavoidable, keep away 
from: 

1. Small sheds and shelters if in an exposed location, 

2. Isolated trees. 

3. Wire fences. 

4. Hill tops and wide open spaces. 

(d) Seek shelter in a cave, a depression in the ground, a 


deep valley or canyon, the foot of a steep or overhanging cliff, . 
in a dense woods, or in a grove of trees. 


It is probably unwise to lean against an isolated tree 
trunk during a thunderstorm. If nothing better is avail- 
able, it is probably safer to sit under the tree, but one 
should stay several feet away from the trunk and not 
touch it. 











NEW HAMPSHIRE MEDICAL SOCIETY 


The New Hampshire legislature, on Feb. 16, 1791, granted 
the New Hampshire Medical Society a charter with the stipula- 
tion that “it shall be the duty of the said Medical Society, from 
time to time, to describe and point out such a medical instruction 
or education as they shall judge requisite for candidates for the 
practice of Physic and Surgery, previous to their examination 
before them, or their officers appointed for that purpose, re- 
specting their skill in their profession, and shall cause the same 
to be published in two of the Newspapers printed in different 
Counties in this State... .” 

The first president of the society was its founder, Dr. Josiah 
Bartlett, a member of the Continental Congress, signer of the 
Declaration of Independence, chief justice of the superior court, 
president of New Hampshire, and later elected its first governor. 
His many accomplishments are set forth in “The Story of the 
New Hampshire Medical Society” told by Dr. Lyman Bartlett 
How at the centennial of the society in 1891, revised and con- 
tinued by Dr. Henry O. Smith (father of Dr. Deering G. Smith, 
Nashua, who in 1950 was elected secretary-treasurer of the 
society for five years), and printed for the 150th anniversary 
of the society in 1941. 

At its first meeting, May 4, 1791, the society took up the 
matter of “a device of a Seal for the Society,” and three years 
later it was resolved that “the Corresponding Secretary shall get 
the Seal for this Society engraved on silver of three ounces 
weight, if it can be done in Boston for six pounds LM, but if 
it cannot be engraved in Boston for that price, to procure it in 
Europe of that weight.” 

Always interested in improving the health of the people, the 
society examined and licensed for practice in the state all physi- 
cians until the State Board of Medical Examiners was established 
in 1897. The society instigated this legislation as it did other 
health measures, including the creation of a state board of 
health, the building of a tuberculosis sanatorium, and measures 
for procuring registration of births, marriages, and deaths. In 
1847 it petitioned for the enactment of a law “adapted to prevent 
the introduction and sale of suprious [sic] and sophisticated 
drugs and chemicals in the United States”—a step that preceded 
passage of the import drug act by Congress in 1848. The society 
is at present endeavoring to reduce the cost to the welfare 
department of medical care and is sponsoring a survey of the 
nursing situation in the state. 

In 1904 the society voted to donate $1,000 from its funds 
toward the cost of erecting a new building for Dartmouth 
Medical College, the money to be taken from the fund estab- 
lished in 1846 by Dr. Josiah Bartlett (a sum of $201.50, which 
had increased greatly through the accumulation of dividends). 
In 1940, $2,000 was given “for the benefit of the Dartmouth 
Medical School in helping provide much needed accommoda- 
tions for the departments of Physiology and Pathology.” In 1890 
a bequest by Dr. T. J. W. Pray of Dover led to the establishment 
of an essay contest, and in 1921 the will of Dr. H. B. Burnham 
gave the society his medical library and $1,200 “in trust, the 
income therefrom only to be expended as a prize for the best 
dissertation on some medical or surgical topic to be competed 
for only by members of the said society.” In 1932 a benevolence 
fund was created “to render pecuniary aid to needy members 
who are sick, disabled, or aged, or to needy widows and children 
of deceased members” and is maintained by a small annual 
apportionment from membership dues and by contributions. 

The society publishes a news bulletin for its members and 
since 1927 has used as its official organ the New England 
Journal of Medicine. For the past four years the annual meeting 
has been held jointly with the Vermont State Medical Society, 
at times at Manchester, Vt., and at other times at the Mount 
Washington Hotel, Bretton Woods, N. H., where the next annual 
meeting will convene Oct. 3-5. Headquarters of the society are 
at 18 School St., Concord. Its officers are Dr. Albert E. Bar- 
comb, Rochester, president, and Dr. Warren H. Butterfield, 
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Concord, secretary and treasurer pro tem. The original petition 
for the charter in 1791 had been signed by 19 physicians from 
13 towns. The present membership of 661 includes nearly qj 
the active practitioners of the state, which has a county medica| 
society in each county. 


OCCUPATIONAL HEALTH AND THE 
WORLD MEDICAL ASSOCIATION 


The World Medical Association, representing 700,000 physi. 
cians in 46 national medical associations, announced recently 
that plans are under way to establish an international commit. 
tee on occupational health services for the benefit of industrial 
workers everywhere. Dr. Louis H. Bauer, New York, secretary 
general of the World Medical Association, said the inter. 
national committee will be made up of physicians who are 
members of the W. M. A. There is a strong possibility, Dr, 
Bauer said, that the World Medical Association, in cooperation 
with other organizations, will sponsor an international confer- 
ence on occupational health within the next three or four years, 
The site for such an international congress has not been 
decided. 

At an initial meeting in New York recently, more than 35 
industrial health leaders in the United States explored the 
feasibility of embarking on such an international occupational 
health program and urged the World Medical Association to 
take charge of it. “We are presently collecting all the important 
data we can in connection with such a project,” Dr. Bauer 
said, “and then plan to place the information in the hands of 
members of the Council of the World Medical Association 
when it meets in Zurich, Switzerland, in April, for final action.” 

To give the council as much help as possible in formulating 
such a program on an international scale, an American- 
Canadian advisory committee was appointed during the 14th 
annual Congress on Industrial Health held in Louisville, Ky., in 
February. This committee will work closely with the secretariat 
of the World Medical Association between now and the time 
the council meets in Zurich. The advisory committee members 
are Drs. Carl Peterson, Chicago, Chairman; Henry H. Kessler, 
Newark, N. J.; George Saunders, New York; Max R. Burnell, 
Detroit; C. Richard Walmer, Pittsburgh; John Poutas, New 
York; Robert A. Kehoe, Cincinnati; Grant Cunningham, 
Toronto, Canada; Leonard Greenburg, New York; Seward 
Miller, U. S. Public Health Service; and George Wilkins, 
Boston. 

“Since the World Medical Association represents nongovern- 
mental agencies, its efforts to improve the occupational health 
of workers and their families will stimulate the interest and 
increase the participation of the practicing physicians over the 
world,” Dr. Bauer said. “The whole movement will be under- 
taken on an international, grass-roots level.” 

Industrial health leaders, representing medicine, industry, 
and government, pledged support of the new movement at the 
New York meeting because it was felt that every country with 
any degree of industrialization has industrial health problems. 
The advisory committee agreed that the basic elements in oc- 
cupational health service can be classified under the major 
headings of organizational and administrative occupational 
medicine, preventive medicine and public health, industrial 
hygiene, health education, occupational medical education and 
research, medical care, and workmen’s compensation and re- 
habilitation. A primary objective of the World Medical Associ- 
ation should be to formulate standards and principles that will 
define the relations of the practicing physician to these com- 
ponents. 

The advisory committee also recommended that the occupa- 
tional health committee of the World Medical Association 
establish contact with other international organizations in this 
field to define specific objectives, spheres of action, and working 
relations. Each national medical society holding membership 
in the World Medical Association should be invited to establish 
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onding committee if one does not already exist. These 
committees would inform the Occupational Health 
Committee of the W. M. A. about the present status, 
scope, and effectiveness of current programs, conspicuous gaps 
in activities, and governmental legislation and regulations as 
they apply to countries of origin. In this way a clearing house 
of information would ultimately develop on many international 
phases of occupational health services. “Through such a pro- 
gram,” Dr. Bauer said, “the medical practitioner everywhere— 
individually and through his professional organizations—can 
understand more clearly the health problems of the worker and 
his employer.” 


a corresp 
national 
Services 


THE STATE JOURNAL ADVERTISING BUREAU 


This is one of a series of brief statements explaining the work 
of various departments of the American Medical Association. 


—ED. 


The State Journal Advertising Bureau (formerly known as 
the Cooperative Medical Advertising Bureau) was organized in 
1913 by the Board of Trustees to promote a high standard of 
advertising for its members and to aid the state medical journals 
with their advertising problems. It facilitates contact between 
state medical publications, advertisers, and advertising agencies, 
aiding in the sale of space, acquisition and distribution of copy, 
checking copy with various councils and committees of the 
American Medical Association, and providing checking, billing, 
correspondence, and similar services. Because the Bureau places 
advertisements at an average of 7% of the net billing, including 
listing, mailings, and advertising program, as compared to a 
commercial cost of 15, 20, 25% or more, it helps each member 
journal save on advertising expenses. This puts Bureau members 
in a better financial position to publish good medical journals. 
Because a central arrangement is made between advertiser and 
the Bureau, only one pattern plate is needed. All member pub- 
lications use the same size page. 

When a contract is secured, the Bureau writes the state jour- 
nals enclosing a copy of the contract and explaining rates and 
specifications. Each journal then bills the Bureau for the adver- 
tisement and receives a monthly check from the Bureau. About 
$60,000 is sent each month to state journals, with a yearly gross 
exceeding $700,000. Consultation service is available to mem- 
ber journals on printing, typography, and layout. A monthly 
bulletin is issued for state journals containing suggestions for 
placement of advertisements and make-up, information about 
the Bureau, and a list of products accepted by A. M. A. Coun- 
cils within the current month. A biennial seminar is held at 
A. M. A. headquarters for editors and business managers for 
presentation of new techniques in advertising format, discussion 
of common problems, and other pertinent matters. Speakers are 
nationally known experts in editorial and advertising fields. 
Copies of the proceedings of the conferences are distributed to 
the 100 or more who attend the meetings and to the various 
editorial associations and medical libraries who make requests 
for them. 

At present the membership is comprised of 33 journals rep- 
resenting 37 state medical societies, including Hawaii. Of the 
states not represented in the group, 3 do not have an official 
journal, 1 is not owned by the state society, and the remain- 
ing 6 journals, which are society owned, are eligible for mem- 
bership. The advertising standards maintained by the Bureau 
are the same as those adopted for A. M. A. publications, requir- 
ing acceptance of all products that come under the purview 
of the councils or committees of the American Medical Asso- 
ciation. The principles and policies under which the Bureau 
functions are developed by a consulting board of five members, 
elected for terms of five years, who are editors or business man- 
agers of state medical journals and members of the A. M. A. 
The General Manager, the chairman of the A. M. A. Advertising 
Committee, and the Secretary of the Council on Pharmacy and 
Chemistry of the A. M. A. are ex officio members. 

The present annual net revenue (about $725,000 per year) is 
remitted to the state societies, with only a nominal deduction 
for operating cost of the Bureau. Over 10,853 pages of advertis- 
ing are released each year. Many firms use the entire group for 
national coverage while others select sectional coverage in the 
states where they have established distribution. 
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TODAY’S HEALTH 

Today’s Health magazine, published by the A. M. A., will be 
distributed in the waiting rooms and the larger hospital rooms 
at the Mayo Clinic, Rochester, Minn. The 290 four-year sub- 
scriptions were made available through the cooperation of the 
clinic and the Olmsted-Houston-Fillmore-Dodge County Medi- 
cal Auxiliary. 


STATE MEDICAL LEGISLATION 


Arizona 


Bill _Introduced.—S. 28, proposes to amend the law relating to the 
operation of motor vehicles by providing that any person who operates 
a motor vehicle shall be deemed to have given his consent to a chemical 
test of his breath, blood, urine, or saliva for the purpose of determining 
the alcoholic content of his blood provided that such test is administered 
at the direction of a peace officer having reasonable grounds to suspect 
such person of driving in an intoxicated condition. Refusal to submit to 
the test shall result in notice of such refusal being sent to the highway 
department which has authority to revoke his driver's license. 

Bill Enacted.—S. 104, was approved March 25, 1954. It provides regu- 
lations for the creation of hospital districts. 

California 

Bills Introduced.—A. 85-X, to amend the law relating to penalties for 
violation of the narcotic laws, proposes to authorize life imprisonment for 
such violations, S. 40-X, to amend the law relating to violations of 
the narcotic act, proposes that first offenders may be imprisoned for up 
to 5 years and second and subsequent offenders for up to 10 years. 
Persons convicted of second or subsequent offenses shall not be granted 
probation nor shall the execution of sentence be suspended by the court, 
and they shall not be eligible for parole until they have served at least 
two-thirds of the minimum sentence. 


New Jersey 


Bills Introduced.—A,. 131, proposes that any person who operates a 
motor vehicle in the state shall be deemed to have given his consent to 
a chemical analysis of his blood, breath, or saliva for the purpose of 
determining the alcoholic content of his blood. If a person has been 
placed under arrest and has been requested to submit to such chemical 
analysis but refuses to do so, the analysis shall not be made but the 
director of the division of motor vehicles shall revoke his license or 
permit to drive temporarily subject to an opportunity to be heard at a 
later date. A. 186, proposes a number of general amendments to the 
workmen’s compensation act among which is a proviso that the employer 
shall promptly provide for an injured employee such medical, surgical, 
or other attendants or treatments, nurse and hospital service, medicine, 
crutches, and apparatus for such period as the nature of the injury or 
the process of recovery may require. An injured employee may, when 
such care is required, select to treat him any duly licensed physician. 
A. 305, proposes the creation of a state board of psychological examiners 
for the purpose of examining and licensing persons desiring to practice 
psychology. The term “psychological services” is defined to refer to any 
services if the words ‘“‘psychological,”’ “psychologist,” or “psychology” 
are used to describe such services by the person or organization render- 
ing or offering to render them. S. 146, proposes to authorize a licensed 
physician to conduct a postmortem examination upon the body of a 
deceased person after obtaining consent in writing of one of the follow- 
ing persons who shall have assumed responsibility for the burial of the 
deceased: surviving spouse, adult child, parent, or other next of kin. 
When two or more of the above mentioned have assumed responsibility 
and custody of the body, the consent of one of such persons shall be 
sufficient. 


New York 


Bills Enacted.—A. 1917, has become Ch. 197 of the Laws of 1954. It 
amends the mental hygiene law relating to the appointment and qualifi- 
cation of a commissioner of mental hygiene by providing that such com- 
missioner shall be a reputable physician duly licensed to practice medicine 
in the state and who shall have had at least 10 years’ experience in the 
practice of his profession confined wholly or substantially to the care 
and treatment of persons suffering from nervous and mental disorders 
of which at least 5 years shail have been as administrative head of the 
public institution for the care and treatment of persons afflicted with 
nervous and mental disorders or in a position of similar and equivalent 
administrative responsibility. S. 695, was approved March 23, 1954, It 
amends the socia! welfare law relating to the definition of a dispensary 
by exempting from such definition hospitals operated by the department 
of hospitals of the city of New York. S. 1356, has become Ch. 207 of 
the Laws of 1954. It amends the law relating to prorating medical expense 
indemnity allowances by providing that nothing shall prohibit a medical 
expense indemnity appropriation from prorating a medical expense in- 
demnity allowance among two or more physicians in proportion to the 
services rendered by each such physician at the request of the subscriber, 
provided that prior to payment thereof such physician shall submit both 
to the medical expense indemnity corporation and to the subscriber 
statements itemizing services rendered by each such physician and the 
charges therefor. S. 2769, has become Ch. 145 of the Laws of 1954. It 
amends the mental hygiene law relating to membership on mental health 
boards by providing that at least two of the appointed members of such 
boards shall be physicians actively engaged in private practice. 





Prepared by the Bureau of Legal Medicine and Legislation. 











ARKANSAS 
State Medical Meeting at Fort Smith.—The annual session of 
the Arkansas Medical Society will convene in the Hotel Gold- 
man, Fort Smith, April 19-21 under the presidency of Dr. 
Richard C. Dickinson, Horatio. The morning sessions will open 
at 9 a. m. with film presentations (Monday, The Principles of 
Fracture Reduction; Tuesday, Early Detection of Glaucoma; 
Wednesday, Oral Cancer). Out-of-state speakers include: 
Daniel J. Moos, Minneapolis, Intestinal Obstruction. 
J. H. Ross, Morelia, Michoacan, Mexico, General Practice in Rural 
Mexico, 
Robert H. Jackson, Houston, Texas, Management of the Acute Seriously 
Involved Poliomyelitis Patient. 
Horace V. Munger, Lincoln, Neb., Hematuria. 
Edwin J. DeCosta, Chicago (subject to be announced). 
Robert A. Ross, Chapel Hill, N. C., Indications for Pelvic Surgery. 
Elmer G. Wakefield, Rochester, Minn., Differential Diagnosis Between 
Organic and Functional Disease of the Intestine. 
James F. Lewis, Columbus, Miss., Anticoagulant Therapy: A Review. 
William R. Mathews, Shreveport, La., The Changing Face of Medicine 
in a Morgue During the Last Quarter of a Century. 
Thomas C. Douglass, Chicago, Complications of Cholecystectomy: Pre- 
vention and Treatment. 
Lawrence B. Hobson, New York, Current Problems in Therapy of 
Infections, 
On Monday at 12:15 p. m. Dr. John D. Olson, Fort Smith, 
will serve as moderator for a surgical symposium. The all-day 
meeting of the eye, ear, nose, and throat section will begin at 
10 a. m. and will include luncheon at St. Edward’s Mercy 
Hospital. Dr. Ralph H. Riggs, Shreveport, La., will address the 
section on physiological surgery of the nasal septum and associ- 
ated structures, and Dr. William J. G. Davis, Washington, D. C., 
will present “Problems in Muscle Imbalance.” On Tuesday at 
7 p. m. buffet banquet entertainment will be provided by the 
Sebastian County Woman’s Auxiliary in the main dining room 
of the Hotel Goldman. 


CONNECTICUT 

Phi Delta Epsilon Lecture——The Alpha Rho chapter of the 
Phi Delta Epsilon fraternity at Yale University School of 
Medicine, New Haven, will hold its annual lectureship April 22, 
8:30 p. m., at the medical school. Dr. Robert P. Knight, Stock- 
bridge, Mass., will discuss “How Should the Nonpsychiatrist 
Physician Handle the Psychiatric Problems in His Patients?” 


Television Health Education Committee.—The Conneciicut TV 
Committee for Health Education, which is being organized “to 
provide Connecticut television station managements and official 
and voluntary health agencies with a clearing house for pro- 
grams of authentic health information on a public service 
basis,” includes, as its first members, representatives of four 
television stations and seven state-wide health agencies (Con- 
necticut division, American Cancer Society; Connecticut Heart 
Association; Connecticut State Department of Health; Con- 
necticut Public Health Educators; Connecticut State Tubercu- 
losis Commission; Connecticut State Medical Society; and 
Connecticut Tuberculosis Association). Chester S. Bowers, 
M.P.H., director of public health information, Connecticut 
State Department of Health, has been elected coordinator of 
the committee, and subcommittees are being formed to produce 
a series of health programs in cooperation with television sta- 
tions. The committee will function as both a planning and a 
production agency. Membership is open to state-wide health 
agencies active in health education, with a qualified staff mem- 
ber to assume responsibility for producing television programs 
assigned on a rotation schedule by the full committee. All 
programs will be produced in accordance with established 
codes of ethics as observed by physicians, nurses, and other 
health personnel and the National Association of Radio and 
Television Broadcasters. 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 
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DELAWARE 


General Practice Symposium.—This symposium, CO-sponsored 
by the Lederle Laboratories Division of the American Cyanamig 
Company, will be held in the DeNemours Foundation Audi- 
torium, Wilmington, April 17. Dr. Martin B. Pennington 
Wilmington, president-elect, Delaware Academy of General 
Practice, will serve as moderator for the morning session, during 
which the following papers will be presented: 
Helpful Hints on Neuropsychiatric Problems, Benjamin P. 
Philadelphia. 
Clinical and Morphologic Aspects of Acute Renal Failure in Preg. 
nancy. Duncan E. Reid, Boston. 
Gynecology in General Practice, Emil Novak, Baltimore. 


Weiss, 


Moderator for the afternoon session will be Dr. George J, 
Boines, Wilmington, president, Delaware Academy of General 
Practice. Presentation of “Master Two-Step Test for the Diag- 
nosis of Coronary Insufficiency,” 2:30-3 p. m., by Dr. Harry L, 
Jaffe, New York, will be followed by “The Cardiac in Industry” 
by Dr. Irvin Klein, New York. “Rehabilitation of the Patient 
with Hemiplegia” 3:50-4:20 p. m. by Dr. Donald A. Covalt, 
clinical director, New York University-Bellevue Medical Center, 
New York, will precede “The Place of Virology in General 
Practice” by Dr. Andrew J. Rhodes, Research Institute, Hospital 
for Sick Children, Toronto, Canada. Questions and pane! dis- 
cussion will be followed by cocktails and hors d’oeuvres and 
musical entertainment at the Hotel Dupont, 6-7 p. m. 


FLORIDA 


Conference on Cancer Cytology.—The annual Seminar and 
Conference on Cancer Cytology will be held in Miami, April 
21-24. Among the guest speakers are Drs. Asher Winkelstein, 
New York, R. Morales and Toledo of Havana, Cuba, and 
Benjamin G. Oren, Miami, who will participate in a symposium 
on gastric cancer. Special sessions will be devoted to cancer of 
the uterus, breast, prostate, lung, and stomach. Sessions during 
the first three days of the seminar will be held in the Jackson 
Memorial Hospital. On Saturday the meeting (Cancer Institute, 
1155 N. W. 14th St.) will consist of demonstrations of the latest 
cytodiagnostic methods, techniques, and procedures. 


ILLINOIS 

Postgraduate Conference.—The Central Illinois Postgraduate 
Conference at the Elks Club, Springfield, April 22, will hear a 
program arranged by the Post Graduate Educational Committee 
of the Illinois State Medical Society, after a complimentary 
luncheon by the Sangamon County Medical Society at 12 noon, 
There will be panel presentations on the changing aspect of 
thyroid disease and its treatment (1 p. m.) and hypertension in 
acute and chronic heart failure (2:30 p. m.). Question and dis- 
cussion periods will follow each of these presentations, and at 
4 p. m. “Tax and Estate Planning for Professional Men” will 
be explained by John Alan Appleman, Urbana. Ladies are in- 
vited to the fellowship hour, 5:30 p. m., and the dinner. “The 
Trial of Malpractice Cases” will be discussed by Charles M. 
Rush, Chicago. 


Chicago 

Child Dies of Rabies —A 2!2-year-old boy was bitten on the 
hand by a stray dog Dec. 8, 1953. The family physician cau- 
terized the wound and dismissed him. On Jan. 20 he was hos- 
pitalized, with a temperature of 105 F, stiff neck and back, 
head drop, flaccid right arm paralysis, difficulty in swallowing, 
and extreme restlessness. The patient died four days after ad- 
mission. Direct examination at the state laboratory revealed 
Negri bodies. This is the first human death from rabies in Illinois 
since 1952, 


Medicine and the Humanities—The Chicago Medical School 
is presenting a lecture series on Tuesdays, 12:30 p. m. in Amphi- 
theater A, 710 S. Wolcott Ave. On April 6, “Why We Became 
Doctors (Motivations as Revealed in Literature)” was presented 
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by Dr. Noah D. Fabricant, assistant professor, department of 
laryngology, rhinology, and otology, University of Illinois Col- 
lege of Medicine; and on April 13, “Religio Medici, 1954” by 
Dr. Samuel J. Zakon, professor of dermatology, Northwestern 
University Medical School. The following lectures have been 


scheduled: 


April 20, Medical Symbolism in Painting and Sculpture, Leo M. Zim- 
merman. 

April 27, Disease and Art, Ilza Veith, Ph.D. 

May 4, Resurrectionists, Leslie B. Arey, Ph.D. 

May 11, Medical Caricatures, Israel Davidsohn. 


May 18, Milk Sickness, Frederick Stenn. 


MASSACHUSETTS 

Lectures on Barbiturate Poisoning.—Dr. Eric Nilsson, assistant 
professor of anesthesiology, University of Lund, Sweden, will 
lecture on acute barbiturate poisoning April 20 and April 27, 
5 p. m., in the Bigelow Amphitheater, White Building, Massa- 
chusetts General Hospital, Boston. 


Dr. Lombard Honored.—Dr. Herbert L. Lombard, director, 
division of cancer and other chronic diseases, state department 
of public health, Boston, was recently presented the 1953 
award of the Public Health Cancer Association of America 
“in recognition of his outstanding career in preventive medicine 
and his epochmaking contribution in the field of cancer con- 
trol.” According to the department, Dr. Lombard became a 
pioneer in cancer control with his appointment as director of 
the Massachusetts cancer control program, the first state con- 
trol! program in the country, which was launched when the 
Massachusetts Legislature directed the state department of 
health to build the institution at Pondville and to establish a 
series of cancer clinics throughout the state. The Massachu- 
setts program of research, hospitalization, diagnostic clinics, 
education, and tumor diagnosis service for physicians, inaugu- 
rated under Dr. Lombard, has served as a model for similar 
programs in various parts of the country. 


MICHIGAN 

University Presents Telecourses.—The University of Michigan 
Television Office, Ann Arbor, has scheduled a program “Your 
Health and Modern Medicine,” which will include a discussion 
of diseases related to allergies, the heart, sinus, digestive dis- 
orders, and arthritis. Guest lecturers who will appear on the 
series are: Drs. John M. Sheldon, Albert C. Furstenberg, H. 
Marvin Pollard, Franklin D. Johnston, and William D. Robin- 
son, Ann Arbor. Dr. Harry A. Towsley, Ann Arbor, will serve 
as telecourse coordinator. The program originates in the studios 
of WWJ-TV, the Detroit News, and is carried also by WJIM- 
TV, Lansing, and WKZO-TV, Kalamazoo. 


MISSOURI 

Lecture on Cortisone.—Dr. Rachmiel Levine, chairman, depart- 
ment of medicine, Michael Reese Hospital, Chicago, will give 
the annual memorial lecture in the auditorium of the Menorah 
Medical Center, Kansas City, Mo., April 19, 8 p. m. The lec- 
ture is sponsored by the medical staff of the center as a memorial 
to members of the staff who have died during the preceding 
year. Dr. Levine, who is also director of metabolic and endo- 
crine research at Michael Reese Hospital, and a lecturer at the 
University of Chicago, will speak on “The Mode of Action of 
Cortisone on Inflammation.” Members of the medical profession 
in the Kansas City area are invited. 


NEBRASKA 

Spring Medical Assembly.—The Creighton University School 
of Medicine, Omaha, will conduct its annual Spring Medical 
Assembly at the medical school and at Creighton Memorial 
St. Joseph’s Hospital, April 22-24. All physicians are welcome. 
Guest speakers, who are also alumni, include Drs. John A. 
Trautman, director of the clinical center, National Institutes of 
Health, Bethesda, Md.; Gertrude L. Pease, department of 
clinical pathology, Mayo Clinic, Rochester, Minn.; and Thomas 
H. Foley, chief, department of obstetrics, Mercy Hospital, 
Denver. Dr. M. William Barry, associate professor of medicine, 
is chairman of the faculty committee for this assembly. 
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NEW JERSEY 


Institute in Psychiatry and Neurology.—The annual Institute 
in Psychiatry and Neurology, sponsored by the Veterans Ad- 
ministration Hospital, Lyons, N. J., the New Jersey Neuro- 
psychiatric Association, and the New Jersey district branch of 
the American Psychiatric Association will be held April 21 at 
Veterans Administration Hospital, Lyons. Drs. Daniel Blain, 
Washington, D. C., Stephen P. Jewett, New York, and Harvey 
J. Tompkins, Washington, D. C., will serve as moderators for 
the following program: 
Emotional Deprivation in Infancy and Its Implications in Child 
Psychiatry, Lauretta Bender, New York. 
The Administrator’s Place in Psychiatry, Arthur P. Noyes, Norristown, 
Pa. 
Sexual Psychopathology and Crime, Benjamin Karpman, Washington, 
p. <. 
Origin of Human Movement, Temple S. Fay, Philadelphia. 
Dinner will be at 7 p. m. “Failures in Psychotherapy” will be 
discussed by Dr. Leo H. Bartemeier, Detroit. Registration fee, 
$1 (from which military personnel and full-time Veterans Ad- 
ministration personnel are exempt), will include copy of pro- 
ceedings of the institute. Information may be obtained from 
Dr. Crawford N. Baganz, manager of the hospital. 


NEW YORK 

Schoenbach Memorial Lecture.—The 2nd annual Schoenbach 
memorial lecture, “Apical Localization of Late Tuberculosis,” 
will be delivered at the Maimonides Hospital of Brooklyn, April 
22, 8:30 p. m. by Dr. William Dock, professor of medicine, 
State University of New York College of Medicine at New York 
City, Brooklyn. 





Dr. Crile to Talk in Geneva.—Dr. George Crile Jr., Cleveland, 
will discuss “Diseases of the Thyroid Gland” before the Geneva 
Academy of Medicine, April 19, 8:30 p. m., at the Belhurst in 
Geneva. This instruction is provided by the Medical Society of 
the State of New York, with the cooperation of the New York 
State Department of Health. 


Meeting of Rheumatism Association.—The New York Rheu- 
matism Association will hold its annual meeting at Cornell 
University Medical College, New York City, April 20. Speakers 
by invitation include Dr. Ernest Fletcher, London, England, 
whose presentation “Research in Rheumatic Diseases at the 
Royal Free Hospital” will end the afternoon session, and L. 
Laszlo Schwartz, D.D.S., Presbyterian Hospital, who will pre- 
sent “The Clinical Physiology and Pathology of the Tempero- 
Mandibular Joint” during the evening session. 


Address on Asthma and Emphysema.—Under the co-sponsor- 
ship of Kappa chapter of Phi Lambda Kappa medical fraternity 
at the University of Buffalo School of Medicine, Dr. Alvan L. 
Barach, clinical professor of medicine, Columbia University 
College of Physicians and Surgeons, New York, will discuss 
“Recent Advances in the Treatment of Bronchial Asthma and 
Pulmonary Emphysema” at the Buffalo Academy of Medicine, 
April 21. The talk will be given in the university’s new medical 
building, Samuel P. Capen Hall. 


Joint Clinical Session on Tuberculosis—The Tuberculosis 
Sanatorium Conference of Metropolitan New York and the 
New York Trudeau Society will hold a joint clinical session 
April 21, 8:15 p. m. in the Cornell University Medical College 
Amphitheatre, 1300 York Ave. (at 69th St.) New York, to 
discuss “Isoniazid Therapy in Pulmonary Tuberculosis: Clinical 
and Bacteriological Results.” Dr. James J. W. Raleigh, chief, 
tuberculosis service, Veterans Administration Hospital, ‘Sun- 
mount, will be moderator for the following presentations, which 
will be followed by general discussion: 

Isoniazid Used Singly, Carl Muschenheim, New York. ; 

In Combination with Streptomycin or Para-Aminosalicylic Acid, Henry 

G. Schaffeld, New York. 
Conctrrent Use of All Three Drugs, Elfred L. Leech, Oneonta. 


New York City 

Dr. Rigler Talks on Lung Cancer.—The Ross Golden lecture of 
Columbia University and the New York Roentgen Society in 
affiliation with the New York Academy of Medicine will have 
as speaker, April 19, 8:30 p. m., Dr. Leo G. Rigler, chairman, 
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department of radiology, University of Minnesota Medical 
School, Minneapolis, who has been invited to present “Roentgen 
Observations of the Natural History of Carcinoma of the 
Lung.” Dr. George W. Holmes, Belfast, Maine, will serve as 
honorary chairman. 


Tumor Clinic—Dr. Ludwik Gross, chief, cancer research, 
Veterans Administration Hospital, will present “The Virus 
Theory of Cancer and Allied Diseases: A Working Hypothesis” 
at the Tumor Clinic Conference, Harlem Hospital, April 21, 
10:45 a. m. 


Meeting of Oto-Ophthalmologists.—The annual spring meeting 
of the alumni and staff of the New York Eye and Ear Infirmary 
will be held April 19-20 at the Academy of Medicine (Sth 
Avenue and 103rd St., Room 440). The guest of honor, Mr. 
John Foster, Leeds, England, will present “Evaluation of Cur- 
rent Treatment of Stricture of the Valve of Krause, a Film of 
Lacryocystorhinostomy” Tuesday, 11 a. m., and will participate 
in a symposium on problems on ocular surgery with Drs. 
Conrad Berens, Algernon B. Reese, Willis S. Knighton, Wendell 
L. Hughes, and Raymond E. Meek, New York. Dinner will 
follow the cocktail hour, 6 p. m. 


NORTH CAROLINA 

Nalle Clinic Lectures.—On the afternoon of April 23 at the 
Hotel Barringer, Charlotte, the Nalle Clinic Foundation will 
present “Recent Advances in Antibiotic Therapy” by Dr. Harry 
F. Dowling, professor of medicine, University of Illinois Col- 
lege of Medicine, Chicago, under the sponsorship of the Lucius 
G. Gage Fund. The Brodie C. Nalle lecture will be given in 
the evening by Dr. Robert A. Kimbrough Jr., professor of gyne- 
cology and obstetrics, Graduate School of Medicine of the 
University of Pennsylvania, Philadelphia, whose topic will be 
“Management of the Hemorrhages of Pregnancy.” 


OREGON 

Postgraduate Session.—The 19th Sommer memorial lectures, 
the annual meeting of the University of Oregon Medical School 
Alumni Association, and the Spring Postgraduate Session of 
the Oregon Academy of General Practice will be held April 
21-23 at the University of Oregon Medical School, Portland. 
The Sommer memorial lectures will be presented by Dr. Hans 
Lisser, clinical professor of medicine, University of California 
Medical School, San Francisco; Dr. Howard K. Gray, professor 
of surgery, University of Minnesota Graduate School, Minne- 
apolis; and Dr. Earle M. Chapman, clinical associate in medi- 
cine, Harvard Medical School, Boston. In accordance with the 
wishes of the late Dr. Ernst A. Sommer, all physicians of the 
northwestern states will receive a personal invitation to attend 
the lectures. The University of Oregon Medical School Alumni 
Association will present 18 papers by its own members. The 
Oregon Academy of General Practice lecturers will offer as 
guest speakers: Drs. John L. Bakke, assistant chief of medical 
service, Veterans’ Administration Hospital, Seattle, and in- 
structor in medicine, University of Washington School of Medi- 
cine, Seattle, and C. Henry Kempe, assistant professor in 
pediatrics, University of California Medical School, San 
Francisco. 


PENNSYLVANIA 

Society News.—On April 20 the Allegheny County Medical 
Society, 225 Jenkins Building, Pittsburgh, will present Dr. 
Gordon P. McNeer, Memorial Center for Cancer and Allied 
Diseases, New York, who will discuss surgical aspects of gastric 
carcinoma. 


Personal.—Dr. Lindsey S. McNeely, Kirby, who has been prac- 
ticing medicine for 63 years and is said to be the oldestsprac- 
ticing physician in the state, was recently honored by the 
James T. Maxon Post No. 992, American Legion, which pre- 
sented him with an engraved trophy. In bringing greetings 
from other physicians in the county, Dr. Grover C, Powell, 
Waynesburg, president of the Greene County Medical Society, 
referred to Dr. McNeely as “the grand old man of medicine.” 





J.A.M.A., April 17, 1954 


SOUTH CAROLINA 


Hospitals Built with Hill-Burton Aid.—A survey of South 
Carolina’s health facilities in 1947, shortly after the Hill-Burton 
bill became a federal law, showed within the state 4,166 exist. 
ing acceptable beds in general hospitals. Based on a state civilian 
population of 1,883,106 and the criteria established by Public 
Law 725, there were 8,628 general hospital beds needed in the 
state. The survey showed that 15 of the 46 hospital areas, or 
counties, had no existing acceptable hospitals. The survey of 
public health centers showed that only eight county health 
centers and five auxiliary centers were found acceptable. At 
the end of the sixth year of the hospital construction program, 
the number of acceptable general hospital beds will be increased 
by 2,492, thereby meeting about 69% of the need in this cate. 
gory of facility, and the number of hospital service areas, or 
counties, having no acceptable beds will be reduced from 15 
to 5. To date, South Carolina has completed 66 public health 
centers, 10 mental health projects, 7 tuberculosis projects, and 
23 general hospital projects. Four general hospital projects, 
including an 11 million dollar teaching hospital at the Medical 
College of South Carolina (Charleston) are under construction 
at present. Total Hill-Burton funds allocated to all projects 
amount to about $16,500,000, and the total cost of construction 
amounts to about 35 million dollars. Pictures of a few of these 
projects appear on the opposite page. 


Boy Scout Health Lodge.—Through a campaign initiated by 
the Pee Dee Medical Society (made up of physicians from 
Chesterfield, Marion, Marlboro, Darlington, Dillon, Horry, 
and Florence counties) the Camp Coker (Boy Scout) Health 
Lodge, a combination medical dispensary and infirmary, has 
been built with funds contributed by physicians of the society 
and physicians in Lee, Williamsburg, Sumter, and Clarendon 
counties. The building houses a treatment room, a 3-bed ward 
room, and sleeping quarters for the physician or medical 
student on duty. A letter to the society from the scout execu- 
tive of the Pee Dee area council reads, in part: “I want to 
thank you on behalf of the 6,000 scouts of this area, for your 
most generous contribution to Camp Coker, in the form of a 
permanent Health Lodge. Your Health Lodge is already filling 
a long needed addition to our camp. . . . This building will 
serve as a permanent monument to the doctors of the Pee Dee 
and their interest in the youth of this area. Added to my 
thanks, will be the thanks of thousands of boys who will use 
the facilities in the years to come.” 


TENNESSEE 

Portrait of Dr. Francis.—A portrait of the late Dr. Elmer E. 
Francis, former professor of surgery at the University of 
Tennessee College of Medicine, Memphis, was presented to 
the university at a ceremony in which Dr. William C. Colbert, 
associate professor of medicine and former student and friend 
of Dr. Francis, made the presentation address, and Orren W. 
Hyman, Ph.D., dean of the college of medicine, accepted the 
portrait. Dr. Francis, who taught medical students in Memphis 
for 44 years before his retirement in 1933, began teaching at 
the old Memphis Hospital Medical College, which became a 
part of the University of Tennessee College of Medicine in 
1913. In 1897 he was appointed professor of surgery, con- 
tinuing in that position until his retirement. One of his sons, 
Dr. Joseph H. Francis, is associate professor of surgery at 
the college. 


State Medical Meeting in Nashville—The Tennessee State 
Medical Association will hold its annual meeting April 18-21 
at the Maxwell House, Nashville, under the presidency of Dr. 
Ashby M. Patterson, Chattanooga. “Pancreatitis: Its Diagnosis 
and Management” will be given as a symposium Monday, 11:10 
a. m., with Dr. John W. Adams Jr., Chattanooga, presenting 
“Diagnosis”; Dr. Robert C. Kimbrough Jr., Knoxville, “Medical 
Management”; and Dr. Richard V. Fletcher, Chattanooga, 
“Surgical Management.” President’s night will be observed 
Monday, 8 p. m. After the presidential address, Dr. John R. 
Thompson Jr., Jackson, will deliver the president-elect’s in- 
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augural address. The president’s luncheon is scheduled for 12:30 
p. m. Tuesday. Dr. Leo H. Bartemeier, Detroit, Chairman of 
the A. M. A. Committee on Mental Health, and a past president 
of the American Psychiatric Association, will have as his sub- 
ject “How the Patient Feels About the Doctor.” The follow- 
ing symposium on diseases of the thyroid gland will be presented 
Wednesday, 11:10 a. m.: 

Radioiodine in Diagnosis and Treatment, Beverly T. Towery, Nashville. 

Medical Management, John D. Hughes, Memphis. 

Surgical Management, Bruce R. McCampbell, Knoxville. 
Wednesday evening has been designated fun night. A fellow- 
ship hour, 6:30 p. m., will precede the dinner ($3.50) at the 


Club Plantation on Murfreesboro Road. There will be pro- . 


fessional entertainment and dancing. The Nashville Academy 
of Medicine is host. 

The Tennessee State Pediatric Society will have as guest 
speakers Dr. Frederic N. Silverman, director, department of 
roentgenology, Children’s Hospital, Cincinnati, and Dr. Carl E. 
Badgley, department of orthopedics, University of Michigan 
Medical School, Ann Arbor. Tuesday afternoon Dr. Silver- 
man will present “Normal Anatomical Variants, Simulating 
Orthopedic Disease,” “Non-Rachitic Bow Legs,” and “Un- 
recognized Skeletal Trauma.” Dr. Badgley will discuss “Extra- 
uterine Retention of Fetal Positions” and “The Fibroelastic 
Diathesis, with the Normal Characteristics.” On Wednesday 
afterncon Dr. Stanley H. Durlacher, Louisiana State University 
School of Medicine, New Orleans, will read the paper “The 
Problem of Sudden and Unexpected Death with Particular 
Emphasis on the Role of the Coronary Arteries” before the 
Tennessee Pathological Society. The Tennessee chapter, Ameri- 
can College of Surgeons, will have as guest speaker, Dr. Henry 
T. Bahnson, associate professor of surgery, Johns Hopkins 
University School of Medicine, Baltimore, who will speak on 
aortic aneurysm at the annual banquet, 7:30 p. m. The Tennes- 
see Academy of General Practice will present a symposium on 
obstetrics and a symposium on anesthesiology Monday, and 
will have as guest speaker at the annual banquet Tuesday, Dr. 
Reuben B. Chrisman, Miami, Fla. The Tennessee Academy of 
Preventive Medicine and Public Health will hold a luncheon 
meeting Wednesday, at which the guest speaker Dr. Thomas 
Francis Jr., professor of epidemiology, University of Michigan 
School of Public Health, will discuss “The Distribution of Polio- 
myelitis in the Community.” 


WEST VIRGINIA 

Travel Meeting.—The annual travel meeting of the West Vir- 
ginia Obstetrical and Gynecological Society is scheduled for 
April 19-21 with scientific sessions in New York and in Jersey 
City. The program for Monday will begin at 8 a. m. at the 
Woman’s Hospital, New York, with Dr. Albert H. Aldridge as 
the speaker. Dr. Gordon W. Douglas will be the guest speaker 
at the afternoon session, beginning 1:30 p. m. at the Lying-In 
Hospital, New York. The Tuesday session will begin at 8 a. m. 
at the University Hospital (formerly the New York Postgradu- 
ate Hospital), with Dr. Gray H. Twombly as guest speaker. 
The schedule calls for free time in the afternoon. Wednesday 
at 9 a. m. Dr. Samuel A. Cosgrove will be the guest speaker at 
the Margaret Hague Maternity Hospital in Jersey City. Head- 
quarters will be maintained at the Statler Hotel. Reservations 
for rooms should be mailed by members of the society directly 
to Mr. Dennis McGuire at the hotel. 


WISCONSIN 

Chest Film Enlargements Available—The Wisconsin State 
Board of Health, in response to a suggestion by the chest com- 
mittee of the State Medical Society of Wisconsin, announces 
that it is prepared to furnish, on request by physicians, copies 
or enlargements of 70 mm. roentgenograms taken of their 
patients in mobile unit surveys throughout the state. To ex- 
pedite such service the state board of health will also serve as 
a clearing house to locate roentgenograms taken by other 
agencies that operate independent units. Physicians desiring 
such information or roentgenograms should communicate with: 
Division of Tuberculosis Control, Wisconsin State Board of 
Health, 1 W. Wilson St., Madison 2. 
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GENERAL 


Neurological Surgeons Meet in New York.—The Society of 
Neurological Surgeons will meet at the Waldorf-Astoria, New 
York, April 23-24. On Saturday there will be symposiums on 
increased intracranial pressures and on convulsive disorders, 


Courses in Isotope Techniques.—The special training division 
of the Oak Ridge Institute of Nuclear Studies will offer three 
basic isotope techniques courses during the summer. The four. 
week courses will start in June, July, and August. The |abora. 
tories, counting room, and lecture room of the special training 
division have recently been enlarged. Information about the 
courses may be obtained from the special training division of 
the institute, P. O. Box 117, Oak Ridge, Tenn. 





Meeting on Physical Education.—The national convention of 
the American Association for Health, Physical Education, ang 
Recreation will be held at the Hotel Statler, New York, April 
19-23 under the presidency of Clifford L. Brownell, Ph.D., New 
York. Dr. Charles C. Wilson, New Haven, Conn., will present 
“Bright Spots in School Health” before the health education 
division Tuesday afternoon, and Dr. Howard A. Rusk, New 
York, will discuss “Dynamic Recreation—An Essential in Re. 
habilitation” before the recreation division that afternoon. 


Greek Physicians Need Help.—An appeal for money, medical 
books, and medical instruments has been received from the 
Medical Association of Lakynthos, Greece, situated on an island 
in the Ionian Sea that was severely damaged by a recent earth- 
quake. The 16 physicians on this island, serving 45,000 people, 
have lost practically everything they had; not only their own 
personal equipment, but their instruments and books were de- 
stroyed. In their appeal they state: “We do not ask your help 
for ourselves or for our families, but only for the sake of our 
patients to whom we doctors all over the world have been 
dedicated to serve with all our power.” Any person who wishes 
to make a contribution to this cause may do so either directly 
to the above named association or through the World Medical 
Association (345 E. 46th St., New York 17), of which Dr. Louis 
H. Bauer is secretary-general. 


Anesthesiologists Meet in Miami Beach.—The Southern Society 
of Anesthesiologists will hold the annual meeting at the 
Empress Hotel, Miami Beach, Fla., April 22-24. The president's 
address, “Some Deficiencies and Misconceptions Concerning 
the Operation of Appliances for Inhalation Anesthesia,” will 
be delivered by Dr. John Adriani, New Orleans, on Thursday. 
The Thursday session will end with the film “An Experimental 
Study of Efocaine” by Drs. William K. Nowill, Helen E. Hall, 
and George Margolis, Durham, N. C. The Friday meeting will 
open with “Controlled Respirations with Succinylcholine: A 
Report of 2,000 Cases” by Drs. Lester Rumble, Alexander R. 
Gholson, and Harry L. Beckman, Atlanta, Ga., after which 
Drs. Aubrey J. Waters and Perry P. Volpitto, Augusta, Ga. 
will present “Evipal Sodium Combined with Decamethonium 
Bromide for Endotracheal Intubation: A Summary of Four 
Years’ Experience.” 


Medical Golf Tournament at San Francisco.—The 38th annual 
American Medical Golfing Association Tournament will be 
held on Monday, June 21, at Olympic Club at Lakeside, 
San Francisco. All members of the American Medical Associ- 
ation are eligible for membership in the golfing association. 
The enrollment fee for new members is $3. Pretournament 
registration forms will be mailed to all members who request 
them of the secretary, Bob Elwell; they should be returned with 
the registration fee for the tournament of $20 and the official 
handicap, certified by the home club secretary. No handicaps 
over 30 are allowed. The tournament fee of $20 will include 
green fees, tournament expenses, luncheon, and banquet at one 
of the finest golf courses in America. 

Prizes for each player are anticipated. In 1950 there were 
prizes for each of the 311 players. Any person or firm that 
wishes to contribute a prize should advise the secretary or Dr. 
Paul S. Wyne, the local committee chairman. Players may 
compete for prizes in their handicap group or their specialty 
group. There is only one low gross prize. A winner must be 
present at the banquet to receive his award. 
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The beautiful Olympic Club at Lakeside is a short distance 
from downtown San Francisco. The club professional, John 
Bottini, and his wife will supervise starting the players. The 
tournament is limited to 18 holes, but players will have the 
privilege of playing an extra 9 holes. The Yellow Cab Company 
will provide transportation to and from the Olympic Club at 
Lakeside either singly or up to five persons in a cab. Direction 
sheets will be available at the A. M. A. registration desk and 
elsewhere for those who desire to drive their cars. 

Dr. Edward Campion of San Rafael, Calif., is president of 
the American Medical Golfing Association, and Dr. Paul S. 
Wyne, 450 Sutter Street, San Francisco, is chairman of the 
local committee. Communications should be addressed to Bob 
Elwell, Secretary, 3101 Collingwood Blvd., Toledo, Ohio. 


CORRECTION 

Louisiana State Medical Society—TuHe JourNAL, April 10, page 
1280, second paragraph, right hand column, stated erroneously 
that Dr. C. Grenes Cole was editor of the Louisiana State Medi- 
cal Journal. Dr. Cole is general manager of the Louisiana State 
Medical Society and Dr. Philip H. Jones is editor of the Louisi- 
ana State Medical Journal. 
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AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1954 Annual Meeting, San Francisco, June 21-25 
1954 Clinical Meeting, Miami, Florida, Nov. 29-Dec. 2. 
1955 Annual Meeting, Atiantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 


AMERICAN ACADEMY OF NeuROLOGY, Shoreham Hotel, Washington, D. C., 
April 29-May 1. Dr. Alexander T. Ross, 1040 West Michigan St., 
Indianapolis 7, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Webster Hall 
Hotel, Pittsburgh, May 14-15 Dr. Jack Matthews, 1617 Cathedral of 
Learning, Univers'ty of P.ttsburgh, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Shawnee Inn, 
Shawnee-on-Delaware, Pa., May 26-28. Dr. John Taylor, 2 East 54th St., 
New York 22, Secretary. 

AMERICAN ASSOCIATION OF THE HistTORY OF MEDICINE, Hotel Taft, New 
Haven, Conn., May 6-8. Dr. Samuel X. Radb.Il, 7043 Elmwood Ave., 
Philadelph a 42, Secretary. 

AMERICAN ASSOCIATION ON MENTAL Dericiency, Marlborough-Bicnheim 
Hotel, Atlantic City, N. J., May 18-22, Dr. Neil A. Dayton, P. O. 
Box 96, Willimantic, Conn., Secretary. 

AMERICAN ASSOCIATION FOR THE STUDY OF Neoptastic Diseases, Lord 
Baltimore Hotel, and St. Agnes Hospital, Baltimore, April 29-May 1. 
Dr. Bruce H. Sisler, P. O. Box 268, Gatlinburg, Tenn., Executive 
Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SURGERY, Sheraton-Mt. Royal Hotel, 
Montreal, Canada, May 3-5. Dr. Paul C. Samson, 2938 McClure St., 
Oakland 9, Calif., Secretary. 

\ Mc KICAN BRON HO-ESO, .AGOLOGICAL ASSOCIATION, Hotel Statler, Boston, 
May 25-26. Dr. J. Johnson Putney, 255 South 17th St., Philadelphia 3, 
Secretary. 

\MERICAN COLLEGE OF CarDIOLOGY, Conrad Hilton Hotel, Chicago, May 
27-29. Dr. Philip Reichert, 140 West 57th St., New York 19, Secretary. 

\MERICAN FEDERATION FOR CLINICAL RESEARCH, Haddon Hall, Atlant.c 
City, N. J., May 2. Dr. Lawrence E. Hinkle Jr., 525 East 68th St, 
New York 21, Secretary. 

\MERICAN GOITER ASSOCIATION, The Somerset, Boston, April 29-May 1. 
Dr. John C. McClintock, 149% Washington Ave., Albany 10, N. Y., 
Secretary. 

\MERICAN GYNECOLOGICAL SoctETY, The Homestead, Hot Springs, Va., May 
20-22. Dr. John I. Brewer, 104 South Michigan Blvd., Chicago, 
Secretary. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Hotel Statier, Boston, May 27-28. 
Dr. Harry P. Schenck, 326 South 19th St., Philadelphia 3, Secretary. 
AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL ‘SOcIETy, Hotel 
Statler, Boston, May 25-27. Dr. C. Stewart Nash, 277 Alexander St., 

Rochester 7, N. Y., Secretary. 

AMERICAN ORTHOPEDIC ASSOCIATION, Mount Washington Hotel, Bretton 
Woods, N. H., June 6-9. Dr. George C. Eaton, 4 East Madison St., 
Jaltumore 2, Secretary. 

\MeRICAN OTOLOGICAL SocrETy, Hotel Statler, Boston, May 23-24. Dr. 
John R, Lindsay, 150 East 59th St., Chicago 37, Secretary. 

\MERICAN Pepiatric Society, The Inn, Buck Hill Falls, Pa., May 3-5. Dr. 
A. C. McGuinness, 237 Med cal Laboratories, University of Pennsyl- 
van a, Ph ladelphia 4, Secretary. 

AMERICAN ProctoLocic Society, Hotel Statler, Los Angeles, June 2-5. 
Dr. Stuart T. Ross, 131 Fulton Ave., Hempstead, N. Y., Secretary. 

\MERICAN PSYCHIATRIC ASSOCIATION, St. Louis, May 3-7. Dr. R. Finley 
Gayle Jr., 6300 Three Chopt Road, R’chmond 21, Va., Secretary. 

AMERICAN SOCIETY FOR CLINICAL INVESTIGATION, Haddon Hall, Atlantic 
City, N. J., May 3. Dr. Wiliam M. M. Kirby, Univ, of Wash.ngton 
School of Medicine, Seattle 5, Secretary. 
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AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Washington, D. C., 
April 25-28. Dr. Casper M. Epsteen, 25 East Washington St , Chicago 2, 
Secretary. 

AMERICAN SURGICAL ASSOCIATION, Hotel Cleveland, Cleveland, April 28-30. 
Dr. R. Kennedy Gilchrist, 59 East Madison St., Chicago 3, Secretary. 

AMERICAN TRUDEAU Society, The Ambassador, Atlantic City, N. J., 
May 17-21. Dr. William G. Childress, 1790 Broadway, New York 19, 
Secretary. 

AMERICAN UROLOGICAL ASSOCIATION, The Waldorf-Astoria, May 31-June 3. 
Dr. Charles deT. Shivers, 121 South Illinois Ave., Atlantic City, N. J., 
Secretary. 

ARIZONA MEDICAL ASSOCIATION, San Marcos Hotel, Chandler, April 25-28. 
Dr. Dermont W. Melick, 541 Security Bidg., Phoenix, Secretary. 

ARKANSAS MepicaL Society, Goldman Hotel, Fort Smith, April 19-21. 
Dr. J. J. Monfort, 215 Kelley Bidg., Fort Smith, Secretary. 

ASSOCIATION OF AMERICAN PuHySICIANS, Chalfonte-Haddon Hall, Atlantic 
C.:ty, N. J.. May 4-5. Dr. W. Barry Wood Jr., 600 S. Kingsh ghway 
Blvd., St. Louis 10, Secretary. 

CALIFORNIA MEDICAL AssociaTION, Hotel Biltmore, Los Angeles, May 9-13 
Mr. John Hunton, 450 Sutter St., San Franc sco 8, Executive Secretary. 

CaTHo.tic Hospriat ASSOCIATION OF THE UNITED STATES AND CANADA, 
Atlantic City, N. J.. May 17-20. Rev. John J. Flanagan, 1438 South 
Grand Blvd., St. Louis 4, Director. 

CONNECTICUT Stale Mepicat Society, Bulkeley High School, Hartford, 
April 27-29. Dr. Creighton Barker, 160 St. Ronan St., New Haven, 
Executive Secretary. 

EASTERN STATES HEALTH EDUCATION CONFERENCE, New York Academy of 
Medicine, New York, April 29-30. Dr. lago Galdston, 2 East 103d St., 
New York 19, Secretary. 

FLoripDA MEDICAL AssocIATION, Holiywood Beach Hotel, Hollywood, April 
25-28. Dr. Samuel M. Day, P. O. Box 1018, Jacksonville, Secretary. 

GEORGIA, MEDICAL ASSOCIATION OF, Hotel Dempsey and Macon Audi- 
torium, Macon, May 2-5. Dr. David H. Poer, 875 West Peachtreet St. 
N.E., Atlanta, Secretary. 

Hawai MEpIcAL Association, Maybel Smyth Blidg., Honolulu, May 13-16. 
Dr. Samuel L. Yee, 510 S. Beretania St., Hono!ulu 13, Secretary. 

ILtuinois StaTE Mepicat Society, Hotel Sherman, Chicago, May 18-21, 
Dr. Harold M. Camp, 224 South Main St., Monmouth, Secretary. 

INDUSTRIAL HEALTH CONFERENCE, Hotel Sherman, Chicago, April 24-30. 
Dr. E. C. Holmblad, 28 East Jackson Bivd., Chcago 4, Manag ng 
D_-rector 

InDuUsTRIAL MeEpicaL Association, Hotel Sherman, Chicago, April 27-30. 
Dr. Arthur K. Peterson, 28 East Jackson Blvd., Suite 1300, Chicago 4, 
Secretary. 

lowa State Mepicat Society, Des Moines, April 25-28. Dr. Allan B. 
Phillips, 529 36th St., Des Moines 12, Secretary. 

Kansas Mepicat Society, Hotel Jayhawk, Topeka, May 2-6. Dr. D. D. 
Vermillion, 315 West Fourth St., Topeka, Secretary. 

LoursiaNa STATE MepicaL Society, Roosevelt Hotel, New Orleans, May 
20-22. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secre- 
tary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE oF, Balti- 
more, April 27-28. Dr. Everett S. Diggs, 1211 Cathedral St., Baltimore, 
Secretary. 

MASSACHUSETTS MepicaL Society, Hotel Statler, Boston, May 18-20. Dr. 
Robert W. Buck, 22 Fenway, Boston 15, Secretary. 

MEDICAL SURGICAL CONFERENCE, Meadow Lark Country Club, Great Falls, 
Mont., June 14-15. Dr. John A. Layne, Box 911, Great Falls, Mont., 
Chairman. 

MINNESOTA STATE Mepicat AssociaTion, Hotel Duluth, Duluth, June 7-9. 
Dr. B. B. Souster, 496 Lowry Medical Arts Bldg., St. Paul 2, Secretary, 

Mississipp1 STATE MepicaL Association, Hotel Heidelberg, Jackson, 
May 11-13. Mr. R. B. Kennedy, 507 First Federal Bldg., Jackson, 
Executive Secretary. 

NATIONAL CONFERENCE ON HEALTH IN COLLEGES, Hotel Statler, New York, 
May 5-8. M-ss Charlotte V. Leach, 12th Floor, 1790 Broadway, New 
York 19, Secretary. 

NATIONAL TUBERCULOSIS ASSOCIATION, Ambassador, Chelsea and Ritz- 
Carlton Hotels, Atlantic City, N. J., May 17-21. Mr. Kemp D. Battle, 
1790 Broadway, New York 19, Secretary. 

NEBRASKA STATE MepicaL Association, Hotel Cornhusker, Lincoln, May 
10-13. Dr. R. B. Adams, 1315 Sharp Bldg., Linco!n 8, Secretary. 

New Jersey, Mepicat Society or, Haddon Hall, Atlantic City, May 16-19. 
Dr. Marcus H. Greifinger, 315 West State St., Trenton 8, Secretary. 
New Mexico Mepicat Society, Hotel LaFonda, Santa Fe, May 13-15. 
Mr. R. R. Marshall, 221 West Central Ave., Albuquerque, Executive 

Secretary. 

New York, MeEpIcaL Society OF THE STATE OF, Hotel Statler, New York, 
May 10-14. Dr. Walter P. Anderton, 386 Fourth Avenue, New York 16, 
Secretary. 

Nortu CAROLINA, MEpiIcAL SocIETY OF THE STATE OF, Hotel Carolina, 
P.nehurst, May 3-5. Dr. M.ilard D. Hill, 203 Capital Club Bidg’, 
Rale gh, Secretary. 

NortH DakoTA STATE MEDICAL AssociaTION, Grand Forks, May 1-4. Mr. 
Lyle A. Limond, Box 1198, Bismarck, Executive Secretary. 

OKLAHOMA STATE MEDICAL ASSOCIATION, Municipal Auditorium, Oklahoma 
C:ty, May 9-12. Mr. R. H. Graham, 1227 Classen Drive, Oklahoma 
City, Executive Secretary. 

Paciric NorRTHWEsT SOCIETY OF PATHOLOGISTS, Amph-theater, Dept. of 
Pathology, Un.vers ty of Washington School of Medicine, Seattle, April 
23-24. Dr. John L. Whitaker, 315 South K St., Tacoma 3, Wash., 
Secretary. 
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RuHopE IsLAND MEDICAL Society, Rhode Island Medical Society Library, 
Providence, May 5-6. Dr. Thomas Perry Jr., 106 Francis St., Providence 
3, Secretary. 

SOCIETY OF AMERICAN BACTERIOLOGISTS, William Penn Hotel, Pittsburgh, 
May 2-7. Dr. John Hays Bailey, Sterling-Winthrop Research Institute, 
Rensselaer, N. Y., Secretary. 

SOCIETY OF NEUROLOGICAL SURGEONS, The Waldorf Astoria, New York, 
April 23-24. Dr. Edgar F. Fincher, Emory University, Ga., Secretary. 
Society FOR PEDIATRIC RESEARCH, Buck Hill Falls Inn, Buck Hill Falls, 
Pa., May 4-6. Dr. Sydney S. Gellis, 330 Brookline Ave., Boston 15, 

Secretary. 

SoutH CAROLINA MEDICAL ASSOCIATION, Ocean Forest Hotel, Myrtle 
Beach, May 11-13. Dr. Robert Wilson, 165 Rutledge Ave., Charleston, 
Secretary. 

SoutH Dakota STATE MEDICAL AsSOCIATION, Marvin Hughitt Hotel, 
Huron, May 18-20. Mr. J. C. Foster, 300 First National Bank Blidg., 
Sioux Falls, Secretary. 

SOUTHWEST ALLERGY ForuM, Roosevelt Hotel, New Orleans, May 9-11. 
Dr. Stanley Cohen, S. W. Allergy Forum, 1441 Delachaise St., New 
Orleans 15, Secretary. 

STUDENT AMERICAN MEDICAL ASSOCIATION, Sherman Hotel, Chicago, May 
1-3. Mr. Russell F. Staudacher, 535 N. Dearborn St., Chicago 10, 
Executive Secretary. 

TENNESSEE STATE MEDICAL ASSOCIATION, Nashville, April 18-21. Mr. V. O. 
Foster, 706 Church St., Nashville 3, Executive Secretary. 

Texas Mepicat Association, Gunter Hotel, San Antonio, May 3-5. Dr. 
J. M. Travis Sr., 1801 Lamar Blvd., Austin, Secretary. 

UtaH STATE MEDICAL AssociaTION, Ogden, May 26-28. Dr. Homer E, 
Smith, 42 S. Fifth East St., Salt Lake City 2, Secretary. 

WESTERN BRANCH, AMERICAN PUBLIC HEALTH ASSOCIATION, Olympic Hotel, 
Seattle, May 9-12. Mrs. L. Amy Darter, Division of Laboratories, State 
Dept. of Public Health, Berkeley, Calif., Secretary. 

WESTERN INDUSTRIAL MEDICAL ASSOCIATION, Hotel Biltmore, Los Angeies, 
May 8. Dr. Edward J. Zaik, 740 S. Olive St., Los Angeles 14, Secretary. 

WYOMING STATE MEDICAL Society, Kalif Temple, Sheridan, June 7-9. Dr. 
Royce D. Tebbet, Box 1252, Cheyenne, Secretary. 


FOREIGN AND INTERNATIONAL 

ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, Leeds, England, 
May 13-15, 1954. Dr. Henry W. S. Wright, 45 Lincoln’s Inn Fields, 
London W.C.2, England, Honorary Secretary. 


British Mepicat Association, Glasgow, Scotland, July 1-9, 1954. Dr. 
A. Macrae, B.M.A. House, Tavistock Square, London, W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 14-18, 
1954. Dr. T. C. Routley, 244 St. George St., Toronto 5. Ontario, Canada, 
General Secretary. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
ness, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE BRONCHI, 
Geneva, Switzerland, June 5-6, 1954. Professor A. Montandon, Clinique 
Universitarie d O.R.L., Hopital Cantonal, Geneva, Switzerland, Chair- 
man. 

EUROPEAN SOCIETY OF CARDIOVASCULAR SuRGERY, Edinburgh, Scotland, 
July 9-10, 1954. For information address: Mr. A. J. Slessor, Department 
of Surgery, University New Building, Edinburgh 8, Scotland. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Scarborough, Eng- 
land, April 27-30, 1954. Mr. P. Arthur Wells, Royal Sanitary Institute, 
90 Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH SOcIETY, Ambassador Hotel, Los 
Angeles, Calif., U. S. A., Oct. 10-14, 1954. For information write: Dr. 
T. H. Seldon, 102-110 Second Avenue S.W., Rochester, Minn., U. S. A. 

INTERNATIONAL CANCER CONGRESS, Sao Paulo, Brazil, July 23-29, 1954. 
Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 20-24, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Mo., U. S. A., Chairman, 
Committee on Arrangements. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Ill., U. S. A., Executive Secretary. 

INIERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 

INTERNATIONAL CONGRESS ON GYNECOLOGY AND OBSTETRICS, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité H6pital 
Cantonal, Geneva, Switzerland, President. - 


INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 
INIERNATIONAL CONGRESS OF THE HIstoRY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 
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INTERNATIONAL CONGRESS OF HYDROCLIMATISM AND THALASSOTH RAPY 
Opatija, Yugoslavia, May 8-13, 1954. Prof. C. Plavsic, Zeleni yenac 4) 
Belgrade, Yugoslavia, Secretary General. ’ 

INIERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Naples, Italy Sept, 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus. 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com. 
mittee. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden Sept, 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock. 
holm 60, Sweden, Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Sao 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago, Ill., U. S. A., Secretary-General. 

IN.JERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 S¢t, 
George St., Torento, Ontario, Canada. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Buenos 
Aires, Argentine, April 21-28, 1954. Direcion General de Sanidad 
Militar, Pozos 2045, Buenos Aires, Argentine. 

INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept, 
13-17, 1954. Dr. M. van Eekelen, Centraal Instituut voor Voedingsonder- 
zoek T.N.O., 61 Catharynesingel, Utrecht, Netherlands, General Secretary, 

INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 9-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minn., U. S. A, 
Secretary-General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write; 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS OF PsyCHOLOGYy, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeld, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
N. 2. ©. ZA. 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL CONGRESS OF THE SOCIEDAD DE MEDICOS INTERNOS, Resi- 
dentes y Becarios del Instituto Nacional de Cardiologia de Mexico, 
Acapulco, Mexico, April 21-24, 1954. For information address: Dr. Jorge 
Soberén Acevedo, Avenida, Cuauhtemoc No. 300, Mexico, D. F., 
Mexico. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL INSTITUTE ON CHILD PsyCHIATRY, Toronto, Canada, Aug. 
13-14, 1954. Miss Helen Speyer, International Association for Child 
Psychiatry, 1790 Broadway, New York 19, N. Y., U. S. A., Executive 
Officer. 

INTERNATIONAL POLIOMYELITIS CONGRESS, University of Rome, Orthopedic 
Clinic, Rome, Italy, Sept. 6-10, 1954. Mr. Stanley E. Henwood, 120 
Broadway, New York 5, N. Y., U. S. A., Executive Secretary. 

INTERNATIONAL SOCIETY OF ANGIOLOGY, North American Chapter, Hotel 
Mark Hopkins, San Francisco, Calif., U. S. A., June 19, 1954, Dr. 
Henry Haimovici, 105 East 90th St., New York, N. Y., U. S. A, 
Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, §3 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BioLoGy, Leiden, Netherlands, Sept. 2-9, 
1954. Professcr Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954, Professor Fred C. Roulet, Hebelstrasse 24, 
Basel, Switzerland, Secretary-General. 

IRISH MEDICAL ASSOCIATION, Killarney, Ireland, July 7-10, 1954. Dr. P. J. 
Delaney, 10, Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 

JourNnfes MépiIcaLes, Paris, France, April 21-25, 1954. For information 
write: Secretariat of the Journees, 12, rue Pierre-Geofroix, Colombes 
(Seine) France. 

LATIN AMERICAN CONGRESS ON GYNECOLOGY AND OBSTETRICS, Sao Paulo, 
Brazil, July 10-15, 1954. Prof. Dr. Jairo Ramos, av. Brigaderio Luiz 
Antonio, 278-8° andar, Sao Paulo, Brazil, Chairman of Organizing 
Committee of Medical Congresses. 


LATIN AMERICAN CONGRESS ON MENTAL HEALTH, Sao Paulo, Brazil, July 
17-22. For information address: Professor A. C. Pacheco e Silva, 
Avenida Brigadeiro Luiz Antonio 651, Sao Paulo, Brazil. 

MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION CONGRESS, Lake Garda, 
Italy, Sept. 15-21, 1954. Dr. Ada Chree Reid, 118 Riverside Drive, New 
York 24, N. Y., U. S. A., President. 

Pan AMERICAN CONGRESS OF CHILD WELFARE AND PEpiaTrRics, Sao Paulo, 
Brazil, July 15-21, 1954. For information address: Dr. Jairo Ramos, 
Avenida Brigaderio Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 

Pan AMERICAN CONGRESS OF GASTROENTEROLOGY, Sao Paulo, Brazil, July 
19-24, 1954. For information address: Dr. Jairo Ramos, Avenida Briga- 
deiro Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 

Pan AMERICAN CONGRESS OF OPHTHALMOLOGY (Interim), Sao Paulo, Brazil, 
June 17-21, 1954. Dr. Moacyr E. Alvaro, Consolacao 1151, Sao Paulo, 

Brazil, President. 
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»s~ AMERICAN HOMEOPATHIC MepicaL ConGress, Hotel Gloria, Rio de 
i Brazil, S. A., Oct. 2-13, 1954. Dr. Paul S. Schantz, 103 West 
Ephrata, Pa., U. S. A., Executive Secretary. 

Pan-PACIFl SuRGICAL CONGRESS, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F J. Pinkerton, Suite 7, Young Bidg., Honolulu 13, Hawaii, Director 


General. 


Janeiro, 
Main St, 


SECTIONAL MEETING, AMERICAN COLLEGE OF SURGEONS, London, England, 
May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
I, U. S. A., Secretary. 

soul! AMERICAN CONGRESS OF ANGIOLOGY, Sao Paulo, Brazil, July 1954. 
For information write: Dr. Rubens Carlos Mayall, Rua Senador Ver- 
gueiro 73, Rio de Janeiro, Brazil, S. A. 

WorLD CONGRESS OF CARDIOLOGY, Washington, D. C., U. &. A., Sept. 
12-18, 1954. Dr. L. W. Gorham, 44 East 23d St., New York 10, N. Y., 
U. S. A., Secretary-General. 

WorLD CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE OF 
CrippLes, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954. 
Secretariat: Muss H. P. Post, Pieter Lastmarkade 37, Amsterdam Z, 
Netherlands. 

WorLD FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Scotland, 
August 17, 1954. 

WorLD MEDICAL ASSOCIATION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A, 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS: Parts I and II. Held in approved 
medical schools where there are five or more candidates. Dates: April 
20-21 (Part Il only); Jume 22-23; Sept. 7-8 (Part I only). Candidates 
may file examinations at any time but the National Board must receive 
them at least six weeks before the date of the examination they wish to 
take. New candidates should apply by formal registration; registered 
candidates should notify the board by letter. Sec., Dr. John P. Hubbard, 
133 S. 36th St., Philadelphia 4. 


BOARDS OF MEDICAL EXAMINERS 


AtaBAMA: Examination. Montgomery, June 22-24, 1954. Sec., Dr. D. G. 
Gill, 537 Dexter Ave., Montgomery. 

AriZONA:* Examination. Phoenix, April 21-23. Reciprocity. Phoenix, April 
24. Sec., Mr. Robert Carpenter, 541 Security Bldg., Phoenix. 

ARKANSAS:* Examination. Little Rock, June 10-11. Sec., Dr. Joe Verser, 
Harrisburg. Eclectic. Little Rock, June 11-12. Sec., Dr. O. L. Atkinson, 
2528 Central Ave , Hot Springs National Park. 

CALIFORNIA: Written. San Francisco, June 21-24; San Diego, Aug. 23-26; 
Sacramento, Oct. 18-21. Oral San Francisco, June 19; San Diego, 
Aug. 21; Los Angeles, Nov. 20. Oral and Clinical Examination for 
Foreign Medical School Graduates. Sec., Dr. Louis E. Jones, 1020 N 
Street, Sacramento. 

CoLoraDo:* Examination. Denver, June 8-9. Final date for filing appli- 
cations is May 8. Reciprocity. Denver, April 13. Final date for filing 
applications was March 13. Exec. Sec., Mrs. Beulah H. Hudgens, 831 
Republic Bldg., Denver 2. 

Connecticut:* Regular. Examination. WHartford, July 13-14. Sec, Dr. 
Creighton Barker, 160 St. Ronan St., New Haven. Homeopathic. Derby, 
July 13-14. Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 

DELAWARE: Examination. Dover, July 13-15. Reciprocity, Dover, July 22. 
Sec., Dr. J. S. McDaniel, 229 South State St., Dover. 

District OF COoLUMBIA:* Examination. Washington, May 10-11. Deputy 
Director, Mr. Paul Foley, Department of Occupations and Professions, 
1740 Massachusetts Ave., N.W., Washington, D. C. 

FLoripa:* Examination. Jacksonville, June 27-29. Sec., Dr. Homer L. 
Pearson, 901 N.W. 17th St., Miami. 

GeorGia: Examination and Reciprocity. Atlanta and Augusta, June. Sec., 
Mr. R. C. Coleman, 111 State Capitol, Atlanta 3. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Director of Medical Services, Guam 
Memorial Hospital, Agana 

IDAHO: Examination and Endorsement. Boise, June 12-14. Sec., Mr. 
Armand L. Bird, 364 Sonna Blidg., Boise. 

ILLINOIS: Examiaation and Reciprocity. Chicago, June 22-24, and Oct. 5-7. 
Supt. of Registration, Mr. Frederic B. Selcke, Capitol Bldg., Springfield. 

INDIANA: Examination. Indianapolis, June 16-18. Exec. Sec., Miss Ruth V. 
Kirk, 538 K of P Blidg., Indianapolis. 

lowa:* Examination. lowa City, June 14-16. Sec., Dr. M. A. Royal, 506 
Fleming Bldg., Des Moines. 

Kansas: Examination and Reciprocity. Kansas City, June 9-10. Sec., Dr. 
O. W. Davidson, 872 New Brotherhood Bidg., Kansas City. 

KENTUCKY: Examination. Louisville, June 7-9. Address Mr. Raymond F. 
Dixon, Assistant Secretary, 620 S. 3rd St., Louisville 2. 

MaInE; Examination and Endorsement. Augusta, July 13-14. Sec., Dr. 
Adam P. Leighton, 192 State St., Portland. 

MARYLAND: Examination. Baltimore, June 15-18. Sec., Dr. E. H. Kloman, 

1215 Cathedral St., Baltimore 1. 
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MASSACHUSETTS: Examination. Boston, July 13-16. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston. 


MICHIGAN:* Examination. Detroit and Ann Arbor, June 1954. Sec., Dr. 
J. Earl McIntyre, 202-4 Hollister Bldg., Lansing 8. 

MiInneEsota:* Examination. Minneapolis, April 20-22. Sec., Dr. E. M. 
Jones, 230 Lowry Medical Arts Bldg., St. Paul 2 

Mississippi: Examination and Reciprocity. Jackson, June. Asst. Sec, Dr. 
R. N. Whitfield, Old Capitol, Jackson 113. 

NEBRASKA:* Examination. Omaha, June 1954. Director, Mr. Husted K. 
Watson, 1009 State Capitol Bldg., Lincoln. 

NEvADA:* Examination and Endorsement. Reno, July 6. Sec., Dr. George 
H. Ross, 112 North Curry St., Carson City. 

New Jersey: Examination, Trenton, June 15-18. Sec., Dr. E. S. Hallinger, 
28 W. State St., Trenton. 

New York: Examination. Albany, New York, Syracuse and Buffalo, 
June 29-July 2. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany 7. 
NortH CArOLina: Examination. Raleigh, June 21-24. Endorsement. Pine- 
hurst, May 3; Raleigh, June 22. Sec., Dr. Joseph J. Combs, 716 Pro- 

fessional Bldg., Raleigh. 

On10: Examination, Columbus, June 14-16. Sec., Dr. H. M. Platter, 21 W. 
Broad St., Columbus. 

OKLAHOMA:* Examination. Oklahoma City, June 9-10. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

OrEGON:* Examination, Portland, April 23. Final date for filing appli- 
cations is March 22. Ex. Sec., Mr. Howard I. Bobbitt, 609 Failing 
Bidg., Portland. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July 13-15. 
Acting Sec., Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

SouTH CaroOLina: Reciprocity. Myrtle Beach, May 11. Sec., Mr. N. B. 
Heyward, 1329 Blanding St., Columbia. 

SoutH DakoTa:* Reciprocity can be obtained at any time between meet- 
ings of board. Executive Secretary, Mr. John C. Foster, 300 First 
National Bank Bldg., Sioux Falls. 

Texas: Examination and Reciprocity. Fort Worth, June 21-23. Rec., Dr 
M. H. Crabb, 1714 Medical Arts Bldg., Ft. Worth 2. 

UtaH: Examination. Salt Lake City, July 7-9. Final date for filing appli- 
cation is June 15. Reciprocity. Salt Lake City, June 15. Director, Mr. 
Frank E, Lees, Department of Business Regulation, 314 State Capitol, 
Salt Lake City. 

VirGINIA: Examination and Reciprocity. Richmond, June 16. Address: 
Virginia Board of Medical Examiners, 631 First St., S.W., Roanoke. 
WEsT VIRGINIA: Reciprocity. Charleston, April 19. Sec., Dr. N. H. Dyer, 

State Office Building, Charleston 5. 

WISCONSIN:* Reciprocity. Madison, April 23. Sec., Dr. Thomas W. Tormey, 
Jr., State Office Building, Madison. 

WyomMING: Examination, Cheyenne, June 14. Sec., Dr. Franklin D. Yoder, 
State Office Bldg., Cheyenne. 

ALASKA:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

VirGIN ISLANDS: Examination. St. Thomas, June 9-10. Sec., Dr. Earle M. 
Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ALaskKa: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 

ArIzonA: Examination. Tucson, June 15. Sec., Mr. Herbert D. Rhodes, 
University of Arizona, Tucson. 

ARKANSAS: Examination. Little Rock, May 3-4. Sec., Mr. Louis E. 
Gebauer, 1002 Donaghey Bldg, Little Rock. 

Cororapo: Examination. Denver, May 5-6. Sec., Dr. Esther B. Starks, 
1459 Ogden St., Denver 18. 

CONNECTICUT: Examination. New Haven, June 12. Address: State Board 
of Healing Arts, 258 Bradley St., New Haven 10. 

Fioripa: Examination. Gainesville, June. Sec., Mr. M. W. Emmeli, Uni- 
versity of Florida, Box 340, Gainesville. 

MINNESOTA: Examination, June 2-3. Sec., Dr. Raymond H. Bieter, 105 
Millard Hall, University of Minnesota, Minneapolis. 

NEBRASKA: Examination. Omaha, May 4-5. Director, Mr. Husted K. 
Watson, 1009 State Capitol Bldg., Lincoln 9. 

New Mexico: Examination. Santa Fe, July 18. Sec., Mrs. Marguerite 
Cantrell, P. O. Box 1522, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, April 16-17. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

OreEGON: Examination. Portland, June 5, Sept. 11 and Dec. 4. Sec., Mr. 
Charles D. Byrne, State Board of Higher Education, Eugene. 

RHope IstaND: Examination. Providence, May 12. Administrator of ' 
Professional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

SoutH Dakota: Examination. June 11-12. Sec., Dr. Gregg M. Evans, 310 
E. 15th St., Yankton. 

Texas: Examination. Austin, April 23-24. Sec., Brother Raphael Wilson, 
C.S.C., 407 Perry-Brooke Bldg., Austin. 

WISCONSIN: Examination. Madison, June 5. Final date for filing applica- 
tion is May 28. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 





*Basic Science Certificate required. 














Robey, William Henry © Boston; born in Boston July 3, 1870; 
Harvard Medical School, Boston, 1895; member of the House 
of Delegates of the American Medical Association in 1919, 
1921, 1925, and from 1929 to 1935; past president of the 
Massachusetts Medical Society and in 1929 Shattuck lecturer; 
past president of the Northeast Heart Association, Suffolk 
District Medical Society, and the New England Heart Associ- 
ation; honorary life member, past president, and member of the 
founders group for scientific research of the American Heart 
Association, which in the fall of 1953 awarded him its silver 
medallion for distinguished service; member of the American 
Clinical and Climatological Association, Delta Upsilon, and Pi 
Gamma Mu; honorary member of Phi Beta Pi; fellow of the 
American Association for the Advancement of Science and the 
American College of Physicians; specialist certified by the 
American Board of Internal Medicine; since 1932 clinical 
professor of medicine emeritus at his alma mater, where he 
joined the faculty in 1900 as assistant in bacteriology, serving 
at various times as assistant in medicine, instructor in medicine, 
assistant professor in medicine, and clinical professor of medi- 
cine; George W. Gay lecturer at Harvard in 1930; during World 
War I served as major in the Medical Corps of the U. S. Army, 
as chief of medical service at Camp McClellan, and as lieu- 
tenant colonel and consultant in medicine of the advance sec- 
tion, American Expeditionary Forces; colonel, Medical Officers 
Reserve Corps; consultant at Milton (Mass.) Hospital and Con- 
valescent Home, Marlborough Hospital, Marlboro, Norwood 
(Mass.) Hospital, and the Boston City Hospital; author of 
“Causes of Heart Failure” in 1922 and “Headache,” 1930; 
editor of “Health at Fifty,” 1939; died Feb. 23, aged 83, of 
heart disease. 


Goldstine, Mark T. © Chicago; born in Chicago Sept. 28, 1878; 
Rush Medical College, Chicago, 1900; joined the faculty of 
Northwestern University Medical School in 1911 as a clinical 
assistant, and in 1943 became a full professor, in which capacity 
he served until retiring as emeritus professor; specialist certified 
by the American Board of Obstetrics and Gynecology; past 
president of the Chicago Gynecological Society; an Associate 
Fellow of the American Medical Association; fellow of the 
American College of Surgeons; member of the Central Associ- 
ation of Obstetricians and Gynecologists; for many years an 
active member of the board of trustees of the Wesley Memorial 
Hospital, where he was a member of the staff since 1902, serving 
for 30 years as chairman of the department of obstetrics and 
gynecology, a post he held until reaching the age of 65, when 
he was named chairman emeritus; doctors, trustees, nurses, and 
ether friends contributed to a fund, and on Jan. 25, 1947, a 
bronze plaque honoring his long service was unveiled at cere- 
monies at the hospital; since 1936 director of the Davella Mills 
Foundation at Wesley; on Feb. 11, 1954, awarded membership 
in the Methodist Hall of Fame in Philanthropy, the Society of 
the Healing and Helping Hand, by the Board of Hospitals and 
Homes of the Methodist Church, for his outstanding contribu- 
tions to Methodist hospitals and homes during more than half 
a century; died while on vacation in Thomasville, Ga., March 
4, aged 75, of cerebral hemorrhage. 


Geier, Otto Philip ® Cincinnati; born in Cincinnati April 27, 
1874; Medical College of Ohio, Cincinnati, 1897; member of 
the House of Delegates of the American Medical Association in 
1918; an organizer in 1915, formerly director, and in 1921-1922 
president of the American Association of Industrial Physicians 
and Surgeons, now known as the Industrial Medical Associa- 
tion, which in 1947 honered him for his “distinguished work in 
the pioneering and organization of medical service in industry”; 
as city welfare director from 1912 to 1914, helped organize and 
systematize a local department of charities and corrections; past 
president of the Anti-Tuberculosis League and Day Camp 
Association and initiated Christmas Seals in Cincinnati; for 





@ Indicates Member of the American Medical Association. 
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many years a member of the Milk Commission of the Cincip. 
nati Academy of Medicine, of which he was secretary; serveq 
on the medical committee of the League of Nations, Which 
group investigated living and working conditions in Europe: 
instrumental in 1939 in bringing Blue Cross hospitalization 
service to his city, serving as its first president, as a director and 
member of the executive committee, and in recent years as 
treasurer; for many years director of employees’ service at 
Cincinnati Milling Machine Company; past president of the 
MacDowell Society and the Literary Club; served on the staff 
of the Christ Hospital, where he died Feb. 28, aged 79, of bi- 
lateral pneumonia. 


Miller, Albert, Rochester, Minn.; born in Posey County, Ind, 
Oct. 15, 1867; Marion-Sims College of Medicine, St. Louis, 
1900; specialist certified by the American Board of Radiology; 
entered the Mayo Clinic as assistant in roentgenology in Janu- 
ary, 1913; left the Mayo Clinic in April, 1918, to return to 
private practice in East St. Louis, Ill.; in April, 1921, returned 
to Rochester as a consultant in the section of roentgenology of 
the Mayo Clinic, and in 1923 was named an instructor in radi- 
ology in the Mayo Foundation, Graduate School, University of 
Minnesota; became a senior consultant in the Mayo Clinic in 
January, 1941, and retired from the staff in January, 1944; 
member of the Alumni Association of the Mayo Foundation 
and Beta Theta Pi; joint author with Dr. Russell D. Carman 
of the textbook “The Roentgen Diagnosis of Diseases of the 
Alimentary Tract,” published in 1917; died in the Rochester 
Methodist Hospital Feb. 7, aged 86, of pulmonary embolus. 


Butler, Ralph ® Philadelphia; born July 24, 1873; University 
of Pennsylvania Department of Medicine, Philadelphia, 1900; 
at one time assistant professor of otology at his alma mater, and 
professor of diseases of the throat and nose at Philadelphia 
Polyclinic and College for Graduates in Medicine; emeritus pro- 
fessor of laryngology at the Medico-Chirurgical College, Gradu- 
ate School of Medicine, University of Pennsylvania; specialist 
certified by the American Board of Otolaryngology; member 
of the American Laryngological Association, American Laryn- 
gological, Rhinological and Otological Society, and the Ameri- 
can Otological Society; fellow of the American College of 
Surgeons; consultant at Lankenau Hospital, Children’s Hospital 
of the Mary J. Drexel Home, and the Woman’s Hospital; died 
March 3, aged 80, of coronary thrombosis. 


Truby, Albert Ernest ® Brig. General, U. S. Army, retired, San 
Francisco; born July 18, 1871; University of Pennsylvania 
Department of Medicine, Philadelphia, 1897; entered the regu- 
lar Army in 1898; veteran of the Spanish-American War; rose 
to the rank of colonel during World War I; served two tours of 
duty as commandant of Letterman Army Hospital, as second 
corps area surgeon on Governors Island, N. Y., and as chief 
surgeon of the medical air corps; assistant in the office of the 
Surgeon General; served in the Philippines, Panama, and else- 
where; retired July 31, 1935; member of the House of Delegates 
of the American Medical Association in 1923; fellow of the 
American College of Surgeons; died March 3, aged 82, of myo- 
cardial infarction and cerebrovascular accident. 


Zemp, Ernest Russell ® Knoxville, Tenn.; College of Physicians 
and Surgeons, Baltimore, 1894; for many years speaker of the 
house of delegates of the Tennessee State Medical Association, 
of which he was past president and trustee; past president of 
the Tennessee Valley Medical Association, Knoxville Academy 
of Medicine, and the Knox County Medical Society; at one 
time on the faculty of Lincoln Memorial University Medical 
Department; affiliated with Baptist Hospital and the Fort 
Sanders Hospital, where he died Feb. 7, aged 82, of acute myo- 
cardial infarction. 


Adams, Hicks Lowis, Washta, Iowa; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Ilkinois, 1903; member of the school board; school and town 
health officer; affiliated with Sioux Valley Hospital in Cherokee; 
died Feb. 4, aged 75, of a heart attack. 
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Albert, Louis Noe ® Van Buren, Maine; M.B., 1895, and M.D., 
1897, School of Medicine and Surgery of Montreal, Faculty of 
Medicine of the University of Laval at Montreal; at one time 
member of the local board of health; formerly associated with 
the U. S. Public Health Service; served on the staff of the 
Hotel Dieu Hospital; died Jan. 14, aged 84, of cardiorenal 
insufficiency. 

Alford, Neil @ Jacksonville, Fla.; University of Nashville 
(Tenn.) Medical Department, 1907; died Jan. 17, aged 75, of 
cerebral hemorrhage. 


Alloway, J. Lionel, Tucson, Ariz.; Johns Hopkins University 
School of Medicine, Baltimore, 1926; certified by the National 
Board of Medical Examiners; at one time on the faculty of 
Cornell University Medical College, and member of the staff 
of the Rockefeller Institute for Medical Research in New York; 
Jater became a member of the staff of Peiping Union Medical 
College in Peiping, China; died Feb. 7, aged 54, of carcinoma 
of the right mastoid. 


Baker, Maurice Edward ® Camden, N. J.; Jefferson Medical 
College of Philadelphia, 1921; died in the Cooper Hospital 
Feb. 19, aged 60, of coronary thrombosis. 


Bartle, Henry John ® Philadelphia; University of Pennsylvania 
Department of Medicine, Philadelphia, 1905; specialist certified 
by the American Board of Internal Medicine; member of the 
American Gastro-Enterological Association; on the staff of the 
Jefferson Hospital; died in Parsippany, N. J., Feb. 17, aged 71, 
of cerebral thrombosis. 


Bedford, Richard James, Oneida, IIl.; Rush Medical College, 
Chicago, 1897; served during World War I; died in the Veterans 
Administration Hospital, Omaha, Dec. 19, aged 83, of broncho- 
pneumonia and arteriosclerosis. 


Bennett, Commodore Edward @ Kirkwood, Mo.; St. Louis 
College of Physicians and Surgeons, 1917; served during World 
War I; died Nov. 5, aged 60, of injuries received in an auto- 
mobile accident. 


Carney, Earl M. ®@ Seattle; the Hahnemann Medical College 
and Hospital, Chicago, 1908; formerly staff physician for the 
King County Welfare Department; died in St. Petersburg, Fla., 
Feb. 18, aged 81, of carcinoma of the head of the pancreas. 


Coffman, Milton Buell ® Richmond, Va.; the Hahnemann 
Medical College and Hospital, Chicago, 1906; served overseas 
during World War I and was awarded a British Military Cross; 
affiliated with Retreat for the Sick; died Feb. 6, aged 71, of 
coronary thrombosis. 


Cotler, Samuel © New York City; New York Homeopathic 
Medical College and Flower Hospital, New York, 1931; served 
during World War II; died Jan. 16, aged 47. 


Cowper, Harold William ® Buffalo; University of Buffalo 
School of Medicine, 1897; member of the American Academy 
of Ophthalmology and Otolaryngology; fellow of the American 
College of Surgeons; formerly on the faculty of his alma mater; 
served on the staffs of the Buffalo General and Millard Fillmore 
hospitals; died Feb. 6, aged 77. 


Daley, Jacob ® New York City; Fordham University School of 
Medicine, New York, 1920; member of the American Academy 
of Ophthalmology and Otolaryngology; specialist certified by 
the American Board of Otolaryngology; one of the founders, 
past president, formerly secretary and vice-president of the 
American Otorhinologic Society for the Advancement of Plastic 
and Reconstructive Surgery, Inc.; affiliated with French Hos- 
pital; died Feb. 17, aged 57, of coronary infarction. 


Dench, Edward Hazlitt @ Philadelphia; University of Penn- 
sylvania School of Medicine, Philadelphia, 1921; on the associ- 
ate staff of Abington (Pa.) Memorial Hospital, Hospital of the 
Woman’s Medical College of Pennsylvania, and the Woman’s 
Hospital; died Feb. 20, aged 57, of injuries received in an auto- 
mobile accident. 


Dunn, Joseph Erman @ Arnold, Neb.; John A. Creighton 
Medical College, Omaha, 1912; past president of the Custer 
County Medical Society; member of the city council; died in 
Long Beach, Calif., Feb. 5, aged 64, of abdominal aortic 
aneurysm, 
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Eagleson, Robert M. ® New Castle, Pa.; Western Pennsylvania 
Medical College, Pittsburgh, 1897; died Dec. 16, aged 83, of 
arteriosclerosis. 


Easley, Philip Samuel ® St. Louis; North Carolina Medical 
College, Charlotte, 1907; Jefferson Medical College of Phila- 
delphia, 1908; for many years affiliated with the Veterans Ad- 
ministration; served on the staff of the Veterans Administration 
Hospital, Jefferson Barracks, where he died Feb. 27, aged 70, 
of cerebral thrombosis. 


Eggers, Edward L., St. Louis (licensed in Missouri in 1900); 
died Dec. 25, aged 85. 


Erdhaus, Frank J., Cincinnati; Cincinnati College of Medicine 
and Surgery, 1898; died in Elmhurst, Ill., Feb. 14, aged 83. 


Floyd, Albion Elliot ® New Sharon, Maine; College of Physi- 
cians and Surgeons, Baltimore, 1906; died in Farmington 
Dec, 1, aged 75, of cerebral hemorrhage. 


Foust, Jasper Cedar, Greenville, N. C.; Meharry Medical 
College, Nashville, Tenn., 1932; died Jan. 29, aged 53. 


Fowler, Charles Clement ® Lovilia, Iowa; Missouri Medical 
College, St. Louis, 1891; at one time practiced in St. Louis, 
where he was associated with the board of health; died in Des 
Moines, Iowa, Jan. 28, aged 85, of cerebral vascular accident. 


Golden, Louis Michael @ Philadelphia; Medico-Chirurgical 
College of Philadelphia, 1909; on the selective service boards 
during World Wars I and II and on the Veterans Employment 
Committee; during World War II on the local board of the 
Office of Price Administration; for many years on the staff of 
the Presbyterian Hospital; died Feb. 28, aged 67, of intestinal 
obstruction. 


Haerle, Edward Jacob ® Minneapolis, Kan.; Kansas City (Mo.) 
Hahnemann Medical College, 1912; served during World War 
I; for many years county health officer; died in Kansas City, 
Mo., Dec. 29, aged 65, of coronary occlusion. 


Hastings, Frank R. © Barton, Vt.; Queen’s University Faculty 
of Medicine, Kingston, Ontario, Canada, 1900; died Feb. 9, 
aged 81, of valvular heart disease and uremia. 


Inch, Florence Allen, East Lansing, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1899; died in Ypsilanti Feb. 6, aged 77, of heart failure. 


Irvine, George Burgess ® Tempe, Ariz,; University of Illinois 
College of Medicine, Chicago, 1920; health officer; affiliated 
with Southside District Hospital in Mesa, St. Joseph’s and Good 
Samaritan hospitals in Phoenix; died Jan. 30, aged 59, of 
cerebrovascular hemorrhage. 


Kaye, Morris Joseph @ Indianapolis; Harvey Medical College, 
Chicago, 1901; member of the Illinois State Medical Society; 
while practicing in Waukegan, IIl., served as president of the 
Lake County Medical Society, as city health officer, board mem- 
ber of the Waukegan Township High School, and on the staff 
of the Victory Memorial Hospital; died Feb. 3, aged 80. 


La Reau, Hector George @ Chicago; Marquette University 
School of Medicine, Milwaukee, 1913; specialist certified by 
the American Board of Otolaryngology; member of the Ameri- 
can Academy of Ophthalmology and Otolaryngology; served 
during World War |; affiliated with Martha Washington Hos- 
pital, where he died March 4, aged 71, of arteriosclerotic heart 
disease and arteriosclerosis, 


Lasche, Percival Guardian, Palo Alto, Calif.; Wisconsin College 
of Physicians and Surgeons, Milwaukee, 1901; fellow of the 
American College of Physicians; for many years affiliated with 
the Veterans Administration Hospital; died in the Palo Alto 
Hospital Feb. 19, aged 79. 


Longaker, Horace George, Newport News, Va.; Jefferson 
Medical College of Philadelphia, 1915; fellow of the American 
College of Surgeons; for many years chief surgeon, Newport 
News Shipbuilding and Dry Dock Company; affiliated with 
Riverside Hospital; died in Virginia Beach Feb. 7, aged 61, of 
cerebral hemorrhage. 


Love, James Henry ® Verona, Pa.; Western Pennsylvania 
Medical College, Pittsburgh, 1901; died Feb. 16, aged 84, of 
cerebral thrombosis. 
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Mark, Louis ® Columbus, Ohio; Marquette University School 
of Medicine, Milwaukee, 1915; member of the American 
College of Chest Physicians, serving as president 1950-1951; 
fellow of the American College of Physicians; chief, chest 
department, White Cross Hospital; medical director, Rocky 
Glen Sanatorium in McConnelsville; died in the University 
Hospital Feb. 25, aged 61, of cancer. 


Mater, Roy Vinton ® Knoxville, lowa; State University of lowa 
College of Medicine, Iowa City, 1910; part owner of the Collins 
Memorial Hospital; died Feb. 8, aged 67. 


Moore, Henry McIntosh, Thomasville, Ga.; Atlanta Medical 
College, 1915; affiliated with John D. Archbold Memorial 
Hospital; director of the Commercial Bank; died Dec. 29, aged 
66, of heart failure. 


Orrell, Edward Pharcellus Jr., Brooklyn; Long Island College 
Hospital, Brooklyn, 1889; also a lawyer; died in Methodist 
Hospital Feb. 21, aged 85, of metastatic carcinoma of the 
stomach. 


Palmer, William Hailes © Cranston, R. I.; Cornell University 
Medical College, New York, 1903; served on the staffs of Rhode 
Island and St. Joseph hospitals in Providence; died in Providence 
Feb. 13, aged 71, of arteriosclerotic heart disease. 


Parker, Julius Augustus, Gainesville, Fla.; Meharry Medical 
College, Nashville, Tenn., 1902; died in the Alachua General 
Hospital Jan. 7, aged 76, of cerebral hemorrhage and hyper- 
tension. 


Perry, John Oliver, Toledo, Ohio; Eclectic Medical College, 
Cincinnati, 1921; died Jan. 1, aged 72. 


Reed, William Henry, Opheim, Mont.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1905; served as deputy county physician; died in 
Glasgow Jan. 28, aged 76, of coronary disease. 


Reese, William Joe, Albany, Ga.; Meharry Medical College, 
Nashville, Tenn., 1909; died Dec. 7, aged 70, of arteriosclerotic 
heart disease. 


Reynolds, Elda Mare, Union Star, Mo.; Marion-Sims College 
of Medicine, St. Louis, 1901; served on the school board; presi- 
dent of the Farmers State and Peoples Bank of Union Star; died 
in the Missouri Methodist Hospital, St. Joseph, Jan. 13, aged 77. 


Roman, John Lewis, Batesville, Ohio; Ohio Medical University, 
Columbus, 1906; affiliated with St. Francis Hospital in Cam- 
bridge; died Jan. 28, aged 74, of coronary thrombosis. 


Roque de Escobar, Raul © Tampa, Fla.; University of Tennessee 
College of Medicine, Memphis, 1932; was shot and killed 
March 7, aged 48. 


Rosenthal, Isidor © South Norwalk, Conn.; Long Island Col- 
lege Hospital, Brooklyn, 1910; died in Mount Sinai Hospital, 
New York, Feb. 10, aged 65, of brain tumor. 


Sangston, David Hibbs © Uniontown, Pa.; Western Pennsyl- 
vania Medical College, Pittsburgh, 1897; on the courtesy staff, 
Uniontown Hospital, where he died Jan. 7, aged 79, of coro- 
nary heart disease. 


Schatz, Louis Bernard © Philadelphia; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1924; on the staff of 
the Albert Einstein Medical Center, where he died Feb. 7, 
aged 55, of embolism. 


Schoen, William P. ® Chicago; Rush Medical College, Chicago, 
1895; member of the health department staff for many years; 
served on the staff of St. Francis Hospital in Evanston, Ill.; died 
Feb. 4, aged 84, of cerebral arteriosclerosis. 


Schwarz, Otto William, Cincinnati; Eclectic Medical College, 
Cincinnati, 1913; formerly on the faculty of his alma mater; 
died in the Deaconess Hospital Jan. 4, aged 63. 

Shearl, James Monroe ®@ Williamsville, Ill.; Barnes Medical 
College, St. Louis, 1905; died Jan. 31, aged 75, of a heart 
attack. . 

Silvis, John Steele ® Greensburg, Pa.; Western Pennsylvania 
Medical College, Pittsburgh, 1890; affiliated with Westmoreland 
Hospital; died Feb. 15, aged 91, of arteriosclerosis. 
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Tappan, Paul Whiting, Dayton, Ohio; Miami Medical College 
Cincinnati, 1902; on the courtesy staff, Miami Valley Hospital. 
where he died Feb. 21, aged 76, of cerebral thrombosis, 


Taylor, Robert Shaw, Buffalo; University of Buffalo Schoo! of 
Medicine, 1904; served during World War I; for many years 
assistant superintendent of the J. N. Adam Memorial Hospita| 
in Perrysburg, N. Y.; died in the Buffalo General Hospital Jap, 
3, aged 73, of pulmonary edema and heart failure. 


Timmons, Carl Conrad, Augusta, Ga.; University of Georgia 
Medical Department, 1915; died in the University Hospital 
Nov. 9, aged 64, of heart failure. 


Truba, Roy Karl, Detroit; University of Michigan Department 
of Medicine and Surgery, Ann Arbor, 1909; died Dec. 4, aged 
68, of carcinoma of the esophagus. 


Vance, John Robert, Orlando, Fla.; Hahnemann Medical Col- 
lege and Hospital of Philadelphia, 1953; intern, Orange Memo- 
rial Hospital; died in Wewahotee Jan. 31, aged 28, in an air- 
plane crash. 


Van Stone, Leonard Mathews ®@ Denver; Harvard Medical 
School, Boston, 1915; member of the American Trudeau 
Society; served in France with the Harvard medical unit dur- 
ing World War I; died in St. Joseph’s Hospital Dec. 26, aged 
66, of acute intestinal obstruction. 


Verrei, Scott P., Philadelphia; Temple University School of 
Medicine, Philadelphia, 1926; served during World War II; sec- 
retary of the Temple Medical Alumni Association; died in the 
Temple University Hospital Jan. 1, aged 55, of acute coronary 
thrombosis. 


Vinson, John Ellsworth © Seaside, Ore.; University of Oregon 
Medical School, Portland, 1929; died in the Portland (Ore.) 
Sanitarium and Hospital Jan. 12, aged 52, of cardiorenal disease, 


Wait, Will Curd ® McAlester, Okla.; Hospital College of Medi- 
cine, Louisville, 1906; at one time medical superintendent of the 
Western Oklahoma Tuberculosis Sanatorium; died Jan. 19, aged 
72, of coronary thrombosis. 


Wallace, A. D. @ Plantersville, Ala; Memphis (Tenn.) Hospital 
Medical College, 1907; died in Dallas Dec. 6, aged 76, of rup- 
tured abdominal aneurysm. 


Waller, Leroy T., Commerce, Texas; Louisville (Ky.) Medical 
College, 1906; city health officer; died Dec. 16, aged 79, of a 
heart attack. 


Walsh, James Raymond ® Winchester, N. H.; University of 
Pittsburgh School of Medicine, 1928; served during World War 
II; died in Keene Dec. 26, aged 51, of cirrhosis of the liver, acute 
pancreatitis, acute nephritis, and arteriosclerosis. 


Walther, Rudolph Albert ® Pittsburgh; Hahnemann Medical 
College and Hospital of Philadelphia, 1917; on the staff of the 
Shadyside Hospital, where he died Feb. 21, aged 65. 


Woodward, Henry Thomas, San Diego, Calif.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1898; died 
in Quintard Hospital Dec. 28, aged 80, of carcinoma of the 
prostate gland. 


Yeomans, Una Ritch ® Jesup, Ga.; University of Georgia School 
of Medicine, Augusta, 1940; interned at the Illinois Masonic 
Hospital in Chicago; served a residency in pediatrics at the 
Gallinger Municipal Hospital in Washington, D. C.; died Jan. 
10, aged 38, of carcinoma of the right breast with metastases to 
lungs and liver. 


Young, Glenn Ross, Detroit; Detroit College of Medicine and 
Surgery, 1915; died in Highland Park, Mich., Dec. 31, aged 61, 
of myocardial insufficiency. 


Ziegler, John Hartman ® Farmer City, Ill.; St. Louis College of 
Physicians and Surgeons, 1905; for many years on the staff of 
the Brokaw Hospital in Normal; physician for the Illinois 
Central Railroad; died in Normal Jan. 21, aged 72, of cancer. 


Zilvitis, Paul Michael, Chicago; Chicago College of Medicine 
and Surgery, 1916; died in the Mother Cabrini Hospital Feb. 
22, aged 67, of hypostatic pneumonia, cerebral vascular acci- 
dent and hypertension. 
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GOVERNMENT SERVICES 


ARMY 


Symposium for Combined Armed Forces.—An armed forces 
medico-military symposium will be presented at Fitzsimons Army 
Hospital, Denver, May 3-5, for the three armed services. Re- 
serve officers of the Army, Navy, and Air Force, not on active 
duty, are invited to attend, including members of the Nurse 
Corps, Women’s Medical Specialist Corps, Medical, Dental, and 
Veterinary Corps, and Medical Service Corps. The theme of 
the program is to be “Advances in Medicine Resulting from 
Experience in Korea.” It is designed to present valuable infor- 
mation to the reserve medical service officers of all branches of 
the three armed forces. Exhibits by the Army, Navy, and Air 
Force on recent advances in military medicine will be on dis- 
play. It is expected that reserve officers not on active duty will 
receive retirement credits for attending this symposium. The uni- 
form or civilian dress will be optional for reservists. The 9th 
naval district and 10th Air Force have indicated that airlift may 
be provided. Interested persons should contact the surgeons of 
the aforementioned headquarters. 


Legion of Merit.—At a ceremony in the Surgeon General’s 
office Col. Carlton D. Goodiel, M. C., received the Legion of 
Merit for exceptionally meritorious conduct in the performance 
of outstanding service as Commanding Officer, Army Hospital, 
8079th Unit, in Japan, from Dec. 15, 1951, to Nov. 30, 1953. 
The citation accompanying the decoration states: “. . . his re- 
sourcefulness, correlation of all phases of medical service, and 
consistently outstanding performance of his duties inspired the 
respect and emulation of his associates and resulted in the high- 
est quality of medical service in support of the United Nations’ 
campaign in Korea. His exemplary achievements contributed sig- 
nificantly to the amelioration of suffering and the saving of 
lives... .” Presentation of the decoration was made by Major 
Gen. George E. Armstrong, Surgeon General, and witnessed by 
Mrs. Goodiel and members of the Surgeon General’s staff. 


Personal.—Retirement orders for Col. Prentice L. Moore, 
Deputy Commander of Brooke Army Hospital, Fort Sam Hous- 
ton, Texas, were read at a ceremonial retreat parade at Brooke 
Army Medical Center on Feb. 26. Colonel Moore accepted a 
commission in the Army Medical Corps in 1924. He plans a long 
vacation and then will reside in San Antonio. 


NAVY 


Institute for Hospital Administrators.—The Eighth Interagency 
Institute for Federal Hospital Administrators and Executives will 
be held April 20 to May 7 at the National Naval Medical Center, 
Bethesda, Md. The institute, under the auspices of the Inter- 
agency Committee on Training and Education of Federal Hos- 
pital Administrative Personnel, is an advanced postgraduate 
course of instruction. 

Capt. Everett H. Dickinson, M. C., U. S. N., has been ap- 
pointed director of the institute. The speakers, many nationally 
known authorities in their respective fields, have been selected 
from ail branches of the government service and from their 
civilian pursuits. Student participants in the institute, all active 
duty officers or government employees, will include 6 each from 
the Army, Navy, and Air Force; 12 from the Veterans Adminis- 
tration; 3 from the Public Health Service; and 3 from the Bureau 
of Indian Affairs. 


Personal.—Rear Adm. Charles F. Behrens, M. C., U. S. N., on 
Feb. 22 addressed the tri-state medical meeting at Charleston, 
S. C., on “Atomics and Modern Medicine.” 


AIR FORCE 


Squadron Surgeons Graduate.—A class of 63 medical officers 
recently graduated from the course for squadron surgeons at 
the Air Force School of Aviation Medicine, Randolph Field, 
Texas. The chief speaker at the ceremonies was Col. Edgar L. 
Olson, former surgeon of the Fifth Air Force, who has been 
appointed chief of clinical medicine at the school. Colonel Olson 
said that the squadron surgeon is one of the most important 
members of the Air Force team and he constantly strives to 
make the fliers realize the deadly consequences of carelessness 
in the use of oxygen masks, immersion suits, shoulder harness, 
and other survival aids. Most of all a successful squadron sur- 
geon is interested in the fliers themselves. He lives with them, 
is easy to approach, patient, and understanding, in other words, 
is a good general practitioner. Colonel Olson was introduced 
by the commandant of the school, Brig. Gen. Edward J. Ken- 
dricks, and the diplomas were awarded by Major Gen. Dean C. 
Strother, deputy commander of the air university, which is re- 
sponsible for all educational activities of the Air Force. 

Among the graduates were 14 medical officers of other na- 
tions who received U. S. A. F. flight surgeons’ wings. Of the 
49 U. S. A. F. surgeons graduated, 5 have been ordered to 
squadrons in the Far East, 2 in Europe, and 1 in the Near East. 
The remainder will go to Air Force medical units in the United 
States for the present. 


PUBLIC HEALTH SERVICE 


Grants for Research on Treatment of Cancer.—The search 
for chemical agents effective in the treatment of cancer is 
being given new support through grants-in-aid to scientists 
for research projects, it was announced Feb. 9 by Surgeon 
General Scheele. 

The grants are administered by the National Cancer Insti- 
tute. Dr. Scheele approved the following eight grants, total- 
ing $704,563, for studies in chemotherapy of leukemia and 
allied forms of cancer: Dr. Sidney Farber, Children’s Cancer 
Research Foundation, Boston, “Chemotherapy of Cancer,” 
$50,000, and “Chemotherapy of Leukemia and Related Dis- 
orders,” $150,000; Dr. Alfred Gellhorn, Columbia University 
College of Physicians and Surgeons, New York, “Clinical and 
Laboratory Investigation in Cancer Chemotherapy,” $141,255; 
Dr. Ralph Jones, University of Pennsylvania, Philadelphia, 
“Chemotherapy of Leukemia and Allied Diseases,” $85,800; 
Dr. C. P. Rhoads, Sloan-Kettering Institute for Cancer Re- 
search, New York, “Expansion of Cancer Chemotherapy with 
Special Reference to Lymphomas and Leukemia,” $200,000; 
Dr. Byron E. Hall, Stanford University, Palo Alto, Calif., 
“Studies on the Clinical, Cytologic, and Metabolic Effects 
of 6-Mercaptopurine and Other Chemotherapeutic Agents in 
Human Neoplasia,” $17,460; Dr. Thomas F. Dougherty, Uni- 
versity of Utah, Salt Lake City, “Influence of Adrenocortical 
Hormones on Leukemogenesis,” $18,036; and Dr. Maxwell 
M. Wintrobe, University of Utah, “Factors and Mechanisms 
Concerned in Hemopoiesis,” $42,012. Additional applications 
for grants are under consideration. 


Applications for research grants-in-aid are recommended to 
the Surgeon General for approval by the National Advisory 
Cancer Council, consisting of six professional and six lay 
members appointed from outside the government. They are 
first passed on by study sections consisting of scientists quali- 
fied in the different fields of investigation. In connection with 
this strengthened research on cancer through chemotherapy, 
the Surgeon General said that a committee of cancer chemo- 
therapy investigations will be set up. This group will seek to 
integrate research through prompt interchange of information 
among investigators in this field. 
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FOREIGN LETTERS 


DENMARK 


Thread Worm and Whip Worm Infestation—Dr. M. S. Norn 
has published several articles on the diagnosis and incidence of 
Oxyuris and Trichuris dispar infestation in Denmark. In 1937, 
M. C. Hall reported, in the American Journal of Tropical 
Medicine, a description of his diagnostic anal swab method 
using adhesive Cellophane, and in 1943 this method was intro- 
duced into Denmark. Since then it has been widely used. Norn 
has modified this method by introducing a drop of immersion 
oil on to a slide before covering it with a sheet of adhesive 
Cellophane previously swabbed round the anus. By using this 
modified method on 226 adults and children, he showed that the 
number of persons infested with Oxyuris was twice as great as 
the number detected with the Hall method. Even so, an investi- 
gation of 609 persons showed that a single swab examined by 
the immersion oil method revealed oxyuriasis in only 58% of 
those who were infested. Only after four or five swabs are 
examined can this method be relied on to exclude this condition. 
Norn has followed the behavior of his own thread worms daily 
for more than a year and has obtained negative results for as 
long as 70 consecutive days. When he classified the 609 persons 
examined for oxyuriasis according to their age, he found that the 
infestation rate was highest at the school age (70 to 88%), while 
it was much lower both before and after this age. Only one case 
was found among 72 infants, and in adults the infestation rate 
was 10 to 31%, the oldest patient being 78 years old. The pro- 
portion of those infested who had symptoms was not greater in 
the oxyuriasis group than in the controls. Norn’s study of T. 
dispar shows that among 252 persons selected at random, 21.4% 
harbored this parasite. It was commonest among women in 
rural areas. There were no serious symptoms to be traced to 
this worm, but pruritus ani existed in 23% of the hosts and only 
in 8% of the noninfested controls. 


Influence of Heredity on Gastric Cancer.—With a population 
of only 4 million, Denmark loses between 1,500 and 1,600 of 
its inhabitants from gastric cancer every year. Drs. A. Videbaek 
and J. Mosbech have examined hospital records to find out 
whether heredity influences the incidence of gastric cancer. 
Their investigations, given financial support by the U. S. Public 
Health Service, have convinced them of the inestimable value 
of hospital case records kept in such a way that they are avail- 
able for research workers. They started from 302 definitely 
established cases of gastric cancer and inquired into the occur- 
rence of cancer and pernicious anemia in 3,294 of their relatives. 
Serving as controls were 390 symptom-free persons of about the 
same age. Inquiries were made of 4,782 relatives of these con- 
trols. Pernicious anemia was included in this investigation be- 
cause the incidence of gastric cancer in patients suffering from 
this disease has been found to be three times as great as for 
other persons, The authors reported their findings in Ugeskrift 
for laeger for Jan. 28, 1954. They found that the incidence of 
gastric cancer was four times greater among the relatives of 
patients with gastric cancer than in those of the controls, but 
that the incidence of cancer elsewhere in the body was about the 
same for the two groups. In the relatives of the patient group, 
41% of ail the cancers involved the stomach, but, in the control 
group, the corresponding figure was only 17%. Among the 
relatives of patients with gastric cancer, the incidence of this 
disease was 29% for men and 21% for women, but the cor- 
responding figures for the control group were only 7% and 5%, 
respectively. 


Accidents in the Home.—At a recent meeting of the Copen- 
hagen Medical Society, Dr. Esther Amundsen gave an account 
of an investigation she had undertaken of the number and 
character of the accidents that occurred in the homes in Copen- 
hagen between Feb. 1 and Aug. 1, 1952. Her material was pro- 
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vided by first aid stations and general practitioners. This type 
of accident had hitherto received little attention in Denmark. 
In the period under review, the first aid stations dealt with about 
30,000 accidents. Of these traffic accidents accounted for about 
10,000, and accidents at the place of work for between 10,009 
and 11,000. Nearly 5,000 occurred in the home, and a smaller 
number in schools or elsewhere. The mortality rate for home 
accidents was 0.8%, whereas it was nil for those occurring in 
schools and only 0.18% for those occurring at the place of work. 
Females were more liable than males to have burns and machine 
injuries at home, and fractures were twice as common among 
females as among males. Gas from cooking stoves was re. 
sponsible for the comparatively high mortality rate for accidents 
in the home, and 14 of the 21 persons killed by this means were 
more than 65 years old. The accident rate was highest in the 
age group | to 5 years. Only 14 accidents were caused by elec- 
tricity. This small figure may well be a tribute to the strictness 
with which precautions against faulty electrical fittings are en- 
forced. On the other hand, there were about 100 accidents to 
adults or children caused by toys. 


Postgraduate Training.—Reporting on the postgraduate train- 
ing lectures for general practitioners at the annual meeting of 
the Danish Medical Association, Dr. Méller Nielsen said that 
the lectures had been so successful that about 75% of all the 
general practitioners in the country had attended them. He 
deplored the abstention of specialists from these postgraduate 
lectures. If general practitioners can benefit from coming to 
lectures in hospitals, may not a reversal of the stream, with 
hospital doctors going to general practitioners, also be bene- 
ficial? The Danish Medical Association has recently decided 
to test the implications of this question. Ten hospital doctors 
who have served their turn as hospital interns are to receive 
financial aid for a month during which they will work with 
general practitioners as their assistants. Both parties to this 
arrangement are expected to write a report on its working. If 
these reports prove encouraging, the Danish Medical Associa- 
tion may expand its new system to the benefit of all concerned. 
It has been suggested by Dr. V. A. Fenger that general practi- 
tioners and hospital doctors should arrange with each other 
for an exchange of duties for a day or so every month or 
oftener so that they can better appreciate each other’s problems. 


ENGLAND 


Nuffield and the Elderly—tIn 1947, the Nuffield Foundation 
formed the National Corporation for the Care of Old People 
“to investigate the many problems connected with old age and 
to make grants to voluntary organizations to enable them to test 
out ways of improving the situation.” Since its inception it has 
interested itself in three main approaches to the problem: com- 
munal homes for old persons, homes for the infirm aged (or rest 
homes), and nonresidential clubs for the elderly. In their annual 
report for 1953, which has just been published, the governors of 
the corporation announce a change of policy. In future they will 
concentrate on giving grants to voluntary bodies that are pre- 
pared to assist old persons to remain in their own homes. The 
view is expressed that there is “a need for voluntary committees 
to turn their attention from the provision of Homes to the pro- 
vision of domiciliary services as a means of enabling old people 
to remain in their own homes. . . . This is a field in which 
voluntary agencies can do most useful pioneering work and. . . 
the task of providing new communal Homes is now one for the 
local authorities save in exceptional circumstances. Quite apart 
from the fact that thereby old people can retain their inde- 
pendence and remain an integral part cf the community, it may 
well be a cheaper method of providing for them than to build or 
convert properties for use as communal Homes.” Another inter- 
esting point of policy is the importance attached by the corpora- 
tion to what is described as homes for the infirm aged, or rest 
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homes. The borderline between health and sickness is very flexi- 
ble in old age, and there are administrative complications also, 
as the regional hospital board is responsible for the aged in sick- 
ness, but they are the responsibility of the local authority when 
they are well. In practice, no one is responsible for these border- 
line cases, and the corporation urges that there be intermediate 
rest homes between hospitals and the homes provided by local 
authorities and that these rest homes should admit patients who 
have received treatment in the geriatric unit of a hospital. They 
should not be provided in isolation but should be run in con- 
junction with established geriatric units of hospitals and with 
financial help, in respect of the cost of maintenance, from the 
regional hospital boards and the local authorities, each paying 
for those residents for whom ‘aey would normally be responsi- 
ble. They also state: “The Governors of the Corporation, though 


not wishing to detract from the excellent work which is done in . 


these units, consider that it would be wrong—even dangerous— 
to believe that by attaching the label ‘geriatric unit’ all troubles 
are necessarily at anend. . . . A serious effort should be made 
to discover whether a geriatric unit benefits all the old people in 
the area and whether the methods of selection of patients for 
admission could not be improved. The difficulties of many sick 
old people living alone are still great and if a hospital bed is 
obtained even in a geriatric unit it is often only after a prolonged 
wait.” 


Poliomyelitis in Children’s Wards.—According to Dr. H. S. 
Banks, medical superintendent of one of the largest infectious 
diseases hospitals in London, “(1) It can no longer be considered 
safe to retain a case of acute poliomyelitis in an open general 
ward containing infants and young children; (2) during the polio- 
myelitis season every effort should be made to avoid irritating 
injections, especially in infants and young children in open 
wards” (Lancet 1:464, 1954). The first of these recommendations 
is based on his experience last year when, of the 55 patients with 
paralytic poliomyelitis and 26 with nonparalytic poliomyelitis 
admitted to his hospital, 12 of the former and one of the latter 
were infected in the children’s wards of various hospitals and in 
a nursery in the district. Eleven of these patients were 6 years 
old or less, one was 16 (a student nurse), and one was 22 (a house- 
mother in the residential nursery). 

The second recommendation is based on Dr. Banks’ finding 
that 6 of the 10 paralyzed children in this series had had a course 
of penicillin injections in the buttocks or thighs, ending within 
a few days of the onset of the poliomyelitis. In five of these the 
paralysis was localized exclusively to both lower limbs and in 
the other to one lower limb. The other four paralyzed children 
had not had penicillin injections, and none had paralysis of the 
legs. In addition, most of these six children with paralysis of 
the lower limb had large indurations in the quadriceps muscles, 
presumably at the site of the penicillin injections, and some of 
these indurations remained palpable for many weeks. He com- 
ments: “Penicillin injections may leave indurations if complicated 
by mild sepsis, or if given in very highly concentrated form or 
with a vehicle such as procaine or oil or aluminum mono- 
stearate. In a hospital ward, dry-sterilized syringes should be 
used more often in order to eliminate the risk of sepsis; and 
alternative treatment to intramuscular penicillin for acute infec- 
tions should be considered where circumstances may favour 
poliomyelitis infection. Sulphonamides will sometimes be suf- 
ficient or oral penicillin or another antibiotic, although more 
expensive, may be justified.” 


Domiciliary Treatment of Sick Children.—An interesting, and 
successful, experiment in child health services is reported by 
Dr. J. A. Gillet (Practitioner 172:281, 1954). In 1948, the health 
authorities of Rotherham were worried because of the high mor- 
tality rate in the local hospitals, much of which was due to gastro- 
enteritis or bronchopneumonia and was attributed to cross infec- 
tion taking place in hospitals. They, therefore, introduced a sick 
children’s unit as part of the Home Nursing Service and placed 
this at the disposal of the local general practitioners in cases in 
which it was considered possible to treat a sick child at home. 
The unit is staffed by two specially trained nurses and is supplied 
with all the equipment necessary for nursing children, including 
infants’ clothes, cots, gowns, masks, basins, trays, and the like. 
The Home Nursing superintendent is notified of a case by the 
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general practitioner, and the home is visited by one of the special 
nurses who decides what equipment is needed. She then visits 
the home as often as necessary to carry out the treatment ordered 
by the family physician and to keep an eye on the child’s con- 
dition. She is in frequent consultation with the child’s phy- 
sician who is informed immediately if there is any unfavorable 
change in the child’s condition or if the response to treatment is 
not satisfactory. In 1953, 561 sick children under the age of 15 
years were nursed under the scheme, and among these there were 
only two deaths. The success of the scheme is further exemplified 
by the fact that in 1948 the infant mortality rate in Rotherham 
was 70, with 31 deaths from enteritis, whereas in 1953 the cor- 
responding rate was only 31, and there was only one death from 
enteritis. In addition, as is pointed out in an accompanying edi- 
torial note, the scheme reduces the number of admissions to 
hospitals, prevents that psychological injury that, according to 
modern pediatricians, admission to hospital inflicts on a child, 
and helps to restore the general practitioner to his rightful status 
as the family physician who can personally tend his patients 
through all but the most serious illness. 


FINLAND 


Cortisone for Tuberculous Meningitis.—Since April, 1953, corti- 
sone has been given routinely for tuberculous meningitis in com- 
bination with streptomycin, p-aminosalicylic acid (PAS), and 
isoniazid at the University Children’s Hospital in Helsingfors. 
Because cortisone appears to have stirred latent tuberculosis into 
activity in several patients, it may seem paradoxically courageous 
to prescribe cortisone for tuberculous meningitis, and Dr. Ole 
Wasz-Hockert, who is attached to this hospital, refers to the 
tentative character of this course in a report in Nordisk medicin 
for Jan. 14, 1954. His inspiration came from three articles pub- 
lished in 1952 and 1953 in the South African Medical Journal 
by Barnard. Since April, 1953, Dr. Wasz-Héckert treated 15 
patients with tuberculous meningitis with cortisone as well as 
with streptomycin, p-aminosalicylic acid, and isoniazid. The two 
patients who died had been admitted to the hospital late in the 
course of the disease. The dosage of cortisone given orally was 
25 to 100 mg. daily divided in four doses. This dosage was 
gradually reduced to 10 to 50 mg. daily, and very small doses 
were being given when this treatment was discontinued after 
two to six weeks. Hydrocortisone was given by intralumbar, sub- 
occipital, or intraventricular injection, the initial dose being 12.5 
to 20 mg. and later doses being 2.5 to 10 mg. Side-effects such 
as Cushing’s syndrome were not observed, nor was there any 
noticeable disturbance of the electrolyte balance. According to 
the rather speculative explanation of the alleged beneficial effects 
of cortisone and hydrocortisone in patients with tuberculous 
meningitis, the former stimulates the organism to an increased 
capacity for reaction, while hydrocortisone has a local effect 
when introduced directly into the cerebrospinal canal where it 
inhibits the often fatal formation of a fibrinous effusion that may 
entail obstruction and the development of hydrocephalus. 


Heparin for Ocular Diseases—At the University Eye Hospital 
in Helsingfors, Dr. Salme Vannas has been investigating the use 
of heparin in the treatment of diseases of the eyes. In experi- 
mental iritis, he found heparin effective in preventing clotting in 
the anterior chamber of the eye and in prolonging the rate of 
coagulation in both the aqueous humor and the blood. For 
more than two years, he has used heparin in an ointment or in 
drops in patients with iritis. He has performed heparin tolerance 
tests in 60 patients in the hope of finding the cause of the in- 
flammatory diseases of the eyes. In these tests, he gives 0.5 mg. 
of heparin per kilogram of body weight, determining the coagu- 
lation time according to the Lee-White method before and 10 
minutes after the injection. With young or middle-aged healthy 
persons serving as controls, he succeeded in prolonging the co- 
agulation time by 12 or 13 minutes. By such heparin tests he 
hopes to be able to distinguish between rheumatic and tuber- 
culous diseases of the eye. In five patients with arteriosclerotic 
retinopathia, he has performed heparin tolerance tests before 
and after treatment with heparin. In these patients, he began with 
50 to 100 mg. of heparin daily for a week or two and then later 
gave the same dose twice a week. The detailed report on these 
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patients (Nordisk medicin, Nov. 12, 1953) suggests that, in these 
otherwise hopeless cases, heparin may at least do something to 
protect the good eye, if medication is started early enough. In 
the patients with arteriosclerosis, the heparin was given in small 
intravenous doses. 


FRANCE 


Action of Antibiotics and Cortisone on Coagulation.—In vol. 8, 
no. 3, of Dermatology Review, H. Tscvrenis and Mme. Karali 
reported a decrease in the coagulation time of the blood in a 
series of 50 patients after administration of different antibiotics 
and of cortisone. The maximal decrease occurred three to four 
hours after the drug was given. This has an important bearing 
on the administration of these drugs to patients with a pre- 
disposition to thrombosis or phlebitis. In such patients an anti- 
coagulant should be given concurrently. 


Allergy to Dental Appliances.—E. Sidi and F. Casalis studied 
allergy to dental appliances and observed that there is no con- 
stant correlation between the cutaneous and the buccal sensi- 
tivity to a given product and that buccal contact with an allergen 
is sometimes followed by a cutaneous reaction. They studied 
15 patients with allergic reactions due to nonmetallic dental 
prostheses. Glossodynia, sometimes isolated and sometimes 
associated with redness of the tongue, occurred in some patients. 
These reactions are frequently associated with peribuccal 
perleche or eczema and even cutaneous lesions in distant areas. 
These reactions may occur years after the fitting of a dental 
prosthesis. By using a series of patch tests applied to the skin 
of the forearm and to the buccal mucosa, the authors observed 
the sensitivity of their patients to vulcanite or to metacrylic 
resin (Journal of Maxillofacial Odontology—Stomatology, 
May-June, 1953). ; 


Death of Professor Lavastine.—Prof. L. Lavastine died in Paris 
at the age of 78 years. His grandfather was a physician, and 
his granduncle, Jaques Dariel, was the ophthalmologist who 
devised cataract extraction. Professor Lavastine became associ- 
ate professor of medicine in 1910 and professor of medicine at 
the Paris Faculty of Medicine in 1931. In 1939, he became pro- 
fessor of mental diseases. Since 1936, he has been a member 
of the Academy of Medicine. Over 900 of his articles dealing 
with the history of medicine, psychiatry, pathology of the 
sympathetic nervous system, and the endocrine glands have 
been published. He taught psychological anthropology, psycho- 
therapy, and social readaptation. He was founder and president 
of the French Society of History of Medicine and president of 
the International Society of History of Medicine. 


ITALY 


National Conventions of Medicine and Surgery.—The national 
conventions of the Italian societies of medicine and surgery 
were held in Rome in October. These correspond to the annual 
convention of the American Medical Association in the United 
States. 


Diaphragmatic Hernia.—Prof. Pietro Valdoni who holds the 
chair of surgical pathology at the University of Rome reported 
on diaphragmatic hernia. He objected to the classification 
proposed by Ackerlund, Harrington, and Marks and made a 
distinction between diaphragmatic hernias in adults and old 
persons and those in newborn babies and children. He divided 
hernias in adults and old persons into hiatus hernia and hernias 
through congenital muscular or tendinous defects. Among the 
former he included the slipped hernia, the paraesophageal 
hernia, and the mixed hernia. Among those due to congenital 
muscular or tendinous defects of the diaphragm during the 
prenatal period, he included the hernias of the foramen of 
Morgagni, the foramen of Bochdalek, and the pericardio- 
pulmonary foramen. Among the hernias in children and new- 
born babies, he included hiatus hernias due to a short esopha- 
gus, malformations of the heart caused by tuberculosis, and 
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prolapse of the cardia. Among those due to Congenital 
defects, he included hernias of the pleuroperitonea| }; 
those through the Morgagni-Larrey foramen, and the esophag. 
eal-aortic hernias due to congenital absence of the diaphragm 
He also mentioned the post-traumatic diaphragmatic laparocele 
or traumatic hernia and diaphragmatic eventration. 

Hiatus hernias involve the digestive, circulatory, and respira. 
tory systems, and their characteristics are pain under the 
epigastrium or near the xiphoid process, flatulence, a feeling 
of fulness or intragastric pressure, belching, nausea, and an 
intense burning sensation in the epigastrium. There may als 
be regurgitation and vomiting, and sometimes the pain radiates 
to the shoulder, neck, mandible, back, or arms. Often the 
pains recur after meals and become accentuated when the 


atus, 


. patient is recumbent or when there is an increased intra- 


abdominal pressure (pregnancy). Less often the symptoms 
resemble those of angina pectoris because of the pressure that 
the hernia exerts on the rami of the parasympathetic system, 
Melena and hematemesis may gradually lead to severe anemia, 
This may be secondary to esophageal ulcers caused by the 
regurgitation of gastric secretions. This regurgitation is caused 
by modification of the acute esophagus-stomach angle by the 
hernia. This angle normally prevents the food in the stomach 
from returning to the esophagus when the patient belches, 
According to the speaker, the hiatus hernia is commoner than 
it is believed to be. Sometimes it remains undiagnosed because 
it is asymptomatic. He believes that for every 20 persons with 
duodenal ulcer there are 10 with hiatus hernia. Clinical inves- 
tigation has for him greater importance than radiological investi. 
gations, unless supplementary methods, such as pneumoperi- 
toneum, are used in the difficult cases. He asserted that in 
surgical repair the thoracic approach should always be used 
because the postoperative mortality with this technique is 
statistically insignificant. The other types of hernia are less 
common in both adults and children. 


Pulmonary Embolism.—Professor Giovannini, from the surgi- 
cal clinic of the University of Bologna, discussed postoperative 
thrombophlebitis and pulmonary embolism. He said that the 
three factors described by Virchow are still to be considered 
responsible for the pathogenesis of thrombosis, namely, slack- 
ening of the blood flow, modification of coagulability, and 
lesions of the walls of the vessels. As for the opinion that the 
number of cases of postoperative thrombosis has increased, 
he believes that the increase is more apparent than real. He 
saw it in 7 or 8% of his patients. This figure is equal to that 
reported in the past, but it must be remembered that the rela- 
tively low percentage of thromboses in the past was due to 
the fact that the diagnostic signs that are used today, such 
as pains in the calf, unexplained changes in the pulse and 
temperature, thoracic pain, dysuria, and vesical tenesmus, 
were not taken into consideration. 


The commonest initial site of postoperative and nonpost- 
operative peripheral venous thrombosis is in the veins of the 
calf, the deep veins of the leg and those of the abductor muscles, 
and the femoral and iliac veins. Among the conditions that 
predispose to thrombosis are a hereditary predisposition, a 
predisposition to varices, hypothyroidism, obesity, an age 
factor (after 40), anemia, and inflammatory processes. Throm- 
bosis is more prevalent in winter than in summer because 
vascular spasm is more likely to occur as a result of adrenal 
stimulation caused by cold. The speaker doubted the value of 
digitalis, especially in patients in whom there is already impait- 
ment of the vessels. Antibiotics are beneficial, especially in 
patients with thrombophlebitis. Among laboratory methods, 
he attributes great importance to the platelet curve and the 
thrombogram. Prophylactically and therapeutically the anti- 
coagulants, especially heparin, are very important, but their 
doses must be carefully controlled. He proposed the use of 
procaine intravenously and ganglioplegics in the medical treat- 
ment of pulmonary embolism and embolectomy for its surgical 
treatment. The mortality rate, however, for this intervention 
is about 90%. 
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THE KINSEY REPORT 

ditor:—I am dismayed by the statement of Edmund 
pergler and William Kroger concerning the Kinsey reports 
(J. A. M. A. 154:167 [Jan. 9] 1954). To me these reveal 
a lack of comprehension of the facts of human biology. They 
jssail Kinsey because he “neglects the dynamic unconscious 
in presenting the substance of human sexual behavior and 
then go on to switch the issue from the biological study of 
how people behave—the expressed intent of the Kinsey re- 
ports—to a metapsychological discussion of the motivations of 
sexual behavior in general. 

Most of us are aware that medical theory and practice are 
built on the knowledge that man is a vertebrate, a mammal, a 
primate, and of the species homo sapiens. As an organismic 
unit, he is integrated functionally by a central nervous system 
and brain that give him the powers of mentation, judgment, 
memory, and speech. His psychology emanates from a demon- 
strable anatomic structure. Its physiological responses are con- 
ditioned by, and adapt to, the variations of man’s constitution, 
his metabolic stresses, the physical, chemical, and bacterial 
stresses, and above all, the cultural forces within his environ- 
ment. The existence of the unconscious has yet to be demon- 
strated by psychoanalysis, although Freud and others have 
ascribed structure and function to the psyche. This arbitrary 
assignation of structure to the mind by schematizing it topo- 
graphically (into id, ego, superego, and sundry other complexes) 
has furthered the Cartesian dualism of “mind” and “body.” 
Actually, such paradoxes need not be. We have a body, and this 
body functions in relation to all of the ecologic forces sur- 
rounding it. 

The vegetative functions of sieeping, eating, and bowel and 
bladder activity are conditioned differently in each household 
unit according to individual patterns of growth and develop- 
ment. Sexual activity, equally a vegetative function, depends 
on the physiological capacities of the person and is modified 
for final expression by the social, economic, educational, geo- 
graphic, religious, creative, and competitive values of the sur- 
rounding milieu. Psychoanalytic formulation, however, cannot 
embody these biological phenomena, since its reality is meas- 
ured by the apocrypha interpreted from the free associations of 
disturbed persons lying on a couch. Bergler and Kroger appear 
to substitute speculation for statistical evaluations made on 
validatable standards. Impugning Kinsey’s findings on frigidity 
and homosexuality they state: “Kinsey was probably duped by 
many of the homosexual volunteers who used him for their 
own specific purposes.” Surely this indicates only a cursory 
reading of the reports and a lamentable disregard for the 
methods and precision used in obtaining the material. Further, 
they imply that physiologists are wasting their time in research 
and that physicians should discard anatomicophysiological 
knowledge and concentrate on resolving the “dynamic inter- 
play” in the unconscious. They correctly note that “love simply 
cannot be measured on an IBM machine!” but in adding that 
“orgasm per se means nothing” they deny a human physiologi- 
cal phenomenon and throw the biology of vegetative function 
totally out of focus. 


To the 


Kinsey and his associates have made an admirable contribu- 
tion to the vital statistics of how we behave sexually. They do 
not pass judgment on how we should behave. In honest bio- 
logical terms, they have presented statistical accounts of the 
sexual behavior of approximately 16,000 men and women and 
have weighed the ecologic factors that may be responsible for 
Variations in this behavior. 


LEONARD CAMMER, M.D. 
132 E. 72nd St., New York 21. 


CORRESPONDENCE 


PAIRED NIPPLES 

To the Editor:—During a recent visit to Suriname and while 
conducting a survey on the blood groups of the Bush Negroes, 
we visited a Bush Negro village of about 100 people. The vil- 
lage was about 100 miles up the Suriname River. A young 
woman came into the clearing where we had been working 
carrying a baby boy who I found out, through my interpreter, 
was about 3 months of age. The woman did not know her own 
age, but I surmise she was in her middle 20's. I was impressed 
by the fact that each breast possessed symmetrically paired nip- 
ples, in very close proximity and with a common areola as 
shown in the photograph, which was taken by Dr. C. F. A. 





Bruyning. Each nipple functioned actively. Further questioning 
of this woman gave very little information other than this was 
her second child, the first one having died shortly after birth. 
It was impossible to obtain any information concerning any 
other member of her family. 


DonaLpD C. A. Butts, Sc.D. 
Department of Tropical Disease Research 
University of Miami, Coral Gables, Fla. 


SYRINGE FOR INTRATHORACIC PRESSURE 


To the Editor:—The relative intrathoracic pressure is of vital 
importance in establishing the diagnosis and/or the treatment 
in certain intrathoracic pathological conditions. For example, 
the distinction between a simple or tension pneumothorax 
following an automobile injury or in a spontaneous pneumo- 
thorax will determine whether a simple aspiration or the in- 
sertion of an indwelling catheter is called for. If the patient is 
in a hospital where the standard type of pneumothorax machine 
is available, true readings can be easily obtained. But, in the 
usual outpatient emergency room or even on the floors of most 
hospitals, such an instrument is not readily accessible; however, 
a very excellent substitute will always be available. 

This substitute is an ordinary 2 cc. hypodermic syringe. If 
this simple apparatus is used in the manner to be described, 
very satisfactory information can be procured. The 2 cc. syringe 
is moistened, and the little metal clip holding the plunger is re- 
moved (so that the plunger will slide easily in the barrel) and 
is attached to a 16 or 18 gage needle. The plunger is pulled 
half-way out of the barrel and the thoracocentesis performed 
as usual. In a chest with negative intrathoracic pressure, the 
moment the pleural space is entered the plunger will be sucked 
into the barrel of the syringe, especially if the patient is told to 
hold a deep breath while the thoracocentesis is being done. In 
case of a tension pneumothorax, on the other hand, the plunger 
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will be still further extruded; in fact it may be completely shot 
out of the barrel unless this contingency has been anticipated. 
These directions of movement are illustrated in the figure. 

In case of a hydropneumothorax, if the syringe is to act as 
a manometer, the pleural cavity must be entered above the fluid 
line, either by having the patient propped up or turned on his 
side. In the case of a hydrothorax (empyema, pleural effusion, 
or hemothorax) where the needle goes into the fluid, the syringe 
will not act as a manometer, but a piece of tubing must be 
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attached to the needle to see if the fluid level in the tubing will 
rise above or fall below the fluid level in the chest. 

If the needle is in an air-containing pleural space and the 
intrathoracic pressure is not too far above or below normal, 
the plunger of the syringe will move to and fro with respira- 
tion. If the point of the needle enters an adhesion, there will, 


of course, be no motion. 
RALPH B. BETTMAN, M.D. 


104 S. Michigan Ave. 
Chicago 3. 


MOUNTING COST OF VETERANS’ CARE 


To the Editor:—The minutes of the 31st meeting of the Council 
of Chief Consultants to the Veterans Administration, held in 
Washington, D. C., September, 1953, provide much food for 
thought. The medical research programs in the VA hospitals 
are increasing to a rather extraordinary extent. For example, 
in 1951, there were 52 hospitals with government supported 
research programs, utilizing assigned funds to the amount of 
about one million dollars; in 1953, the number had reached 74 
hospitals and the funds over $3,500,000. By 1955, it is esti- 
mated that 94 VA hospitals will have such programs, employ- 
ing almost 900 workers in the medical and isotope research 
laboratories alone, with funds in excess of 6 million dollars. 
Alongside this interesting, and perhaps justifiable, research 
program is the depressing fact that a large number of medical 
conditions of indefinite nature are being utilized to provide com- 
pensation and pensions to an enormous number of veterans. The 
following tabulation is an outline of some of the conditions for 
which veterans are receiving compensation at the present time: 


No. of Veterans 


Receiving 
Condition Compensation 

I I ore vckctewacncves iti ccnticct Possess 190,000 
itiatddbeminenseseateentindcddecsanesshseas 80,000 
NN i ila len stindedls dds whl Ss kdaOe wows 28,000 
PE I IIIB yo ocndic cso cetcneccencsceccnecece 15,000 
sides vevc conSenebevesoruaresscsesacseseee 27,000 
No) Oc ac dee dann ee tess dhesewea Kane 23,000 
es is doug saute d videseeen coneevenen 36,000 
RS ities xbavicanndeinneuteeeesbcadbesde 36,000 
i eee ckiidens Be bs iP Ede dese sebensanlel 555 
ES: re ere 11,000 
i nda cahidicadesmebinasreaap eben’ 9,000 
Gastrie resection............ PE NSS: SLES Te eae ARES 3,500 
ee I ao cba vane idcnho546cscscseccoescccese 2,500 
Hydronephrosis, cystitis, and prostatis............. 6,100 
Anxiety reaction and hysteria...................-e06 186,000 
Pas RORTS GCKGG ei. oc dc cccvcdccvcccccvecccccses 26,072 


It should be mentioned that, in connection with the 190,000 
pensions for muscle injuries, “People who simply complain long 
and loud are given a rating.” Of the 3,500 veterans given pen- 
sions for gastric resection, a recent survey showed that 85% of 
all those who had had the operation are well and working. 
However, most such veterans get 40% compensation! The 26,072 
pensions for rheumatic heart disease also warrant scrutiny. 
There are 253,462 veterans getting compensation on the basis 
of cardiovascular disease; this includes 15,000 Spanish-Ameri- 
can War veterans. From World War II, there are 117,000 men 
getting 5 million dollars monthly for rheumatic heart disease, 
“which they probably don’t have.” 
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In addition to the billions being spent on compensation ang 
pensions for the conditions above mentioned, a serious profes, 
sional problem arises from the fact that every VA regional Office 
and hospital is being cluttered up with these persons gettin, 
their chests, sinuses, backs, feet, and so forth examined, j.. 
viewed, and “treated” every few months in order to maintain 
their claims. The classic example in one regional office js the 
man with a low back strain who has been getting heat tre, 
ment every week for six years. 

What can the profession do about this situation? 1, [t Should 
publicize the facts. Perhaps an awakened public will elect |e 
wasteful or generous congressmen. 2. It should consider sys. 
pending esoteric research until it has established criteria tha 
will permit better evaluation of the above alleged diseases, 3, }; 
should consider assisting the medical director of the Veterans 
Administration so that his policy for dental programs might be 
extended to medical programs. The very able and conscientioys 
director (Admiral Boone) reports that there is a backlog of 
almost 400,000 persons awaiting dental treatment, not because 
of lack of dentists but because Congress did not appropriate 
sufficient funds for the program. Indeed, it is predicted that the 
backlog will exceed 800,000 by June, 1955, unless Congres 
appropriates over 50 million dollars. The medical director makes 
the significant statement that “A critical analysis of the out. 
patient dental activities indicates that continued repeated care 
of service-connected, non-compensable dental disabilities js , 
major factor in the increasing cost of the program. My advisors 
feel that it is administratively and professionally sound to re. 
Strict benefits for service-connected, non-compensable dental 
disabilities to the furnishing of maximum benefits on a one-time 
basis, and that it should not be mandatory under general regu. 
lations for the Veterans Administration to assume responsibility 
for continued therapy.” Except for those veterans truly wounded 
in action or other truly service-connected conditions that can 
be benefited by medical science, some sort of halt should be 
called to continued, ineffective treatment for nondisabling and 
questionable conditions. The enormous compensation paid for 
these minor conditions should be reduced to a realistic and un- 
attractive figure. The public deserves no less. 


M. A. Sisson, M.D. 
160 Curry Ave., Sausalito, Calif. 


{- 


MIGRATION FOR RELIEF FROM ALLERGIES 


To the Editor:—The editorial “Migration For Relief from Al- 
lergies” (J. A. M. A. 154:412 [Jan. 30] 1954) was quite timely. 
One important factor should have been mentioned to enhance 
the value of the article. Although many allergy sufferers feel 
improved the first year or two in their new locations and believe 
they are cured, not infrequently those with pollen allergies 
acquire a sensitivity to the local pollens, with a recurrence of 
the symptoms. I have seen this occur many times in persons seek- 
ing relief from this area, uprooting themselves, and going to the 
south or west. Striking relief, however, may occur in the type of 
allergy I designate as the “winter or cold-weather” type, but here 
again every skillful consideration must be utilized before the 
radical procedure of relocation is recommended. 


Davip L. ENGELSHER, M.D. 
178 E. Mt. Eden Ave. 
New York 57. 


EXPERIMENTAL ANIMALS AND TOBACCO SMOKE 
To the Editor:—From the standpoint of the rhinologist, there is 
one point that seems of particular importance in the discussion 
of the question concerning the inhalation of cigarette smoke and 
the increasing incidence of malignant new growths of the lung. 
This particular point concerns the use of animals as test sub- 
jects. Animals subjected to cigarette smoke do not inhale through 
the mouth, but through the nose, and consequently do not rep- 
resent the condition of human smoking with inhalation. 


ALBERT P. SELTZER, M.D. 
Otorhinologist to 

St. Luke’s Medical Center 
2104 Spruce St. 
Philadelphia. 
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This is the 13th in a series of studies made by the Committee 
on Indigent Care of the Council on Medical Service concerning 
local plans for medical care of the indigent. A general introduc- 
tion to the series and the first of the Committee’s studies (Erie 
County, New York) appeared in the May 10, 1952, issue of THE 
Journal, pages 188-191. The 12th study (New York State) ap- 
peared in the Feb. 13, 1954, issue of THE JOURNAL, pages 612- 


614. 
MEDICAL CARE FOR THE INDIGENT 
IN PENNSYLVANIA 


This is a study of medical service benefits made available to 
the indigent population of the state of Pennsylvania. The econ- 
omy of the state is a varied one, with coal mining, oil, heavy and 
light industry, and agriculture well represented. The population 
of the state in 1950 was 10,498,012. 


ELIGIBLE POPULATION 


All assistance programs, whether federally aided or entirely 
financed by the state, are classified as “public assistance” in 
Pennsylvania; however, in order to maintain uniformity with 
previous studies, this report will utilize the term “public as- 
sistance” to refer to the federally aided programs only. Public 
assistance in Pennsylvania includes all four of the categorical 
assistance programs; in addition, there is a state-sponsored blind 
pension program. Table | gives the number of persons dependent 
on assistance at the end of 1951 and 1952. Regulations concern- 
ing eligibility for public assistance are similar to those in fed- 
erally-aided programs in other states. The school medical pro- 
gram is a state-financed program providing for “medical, dental, 
or surgical treatment for school children whose parent or guard- 
ian states to the school authorities that he is financially unable 
to have a physician or dentist of his choice render such care, 
who are referred by school authorities for the correction of de- 
fects discovered in school health examinations.” ! Only children 
referred as a result of school medical examinations are eligible 
for aid under this program. 


ADMINISTRATION 


The five assistance programs providing medical services ex- 
clusive of in-hospital care are all administered by the Depart- 
ment of Public Assistance. The official program for hospitaliza- 
tion of indigents is administered by the Department of Public 
Welfare. The Department of Public Assistance was established 
by the Pennsylvania state legislature in 1937. In 1938 the law 
was amended to add medical care to the list of services provided 
by this department. The state Board of Public Assistance serves 
a policy-making function for the department. It is made up of 
the state treasurer, the auditor general, and seven private citizens 
appointed by the governor. The secretary of public assistance to- 
gether with this board administers the entire public assistance 
program. Provision of medical care for the recipients of this 
program is supervised by the medical care division of the bureau 
of professional and technical services of the Department of Pub- 
lic Assistance. The supervisor of the medical care division is a 
medical social worker. This division administers the medical 
care program, makes regulations, sets standards, policies, and 
procedures for medical care, and collects, evaluates, and inter- 
prets data on the programs. The state Healing Arts Advisory 
Committee is made up of one representative each from the 
medical, osteopathic, dental, pharmacal, and nursing professions 
and one from the hospital administrators. This committee 
Serves in an advisory capacity to the department on policies, 
regulations, disputes, and disciplinary action, and as a liaison 
with the various professional groups, interpreting the program 
to them. 

This administrative structure is duplicated on a county level, 
with a county board of assistance, an executive director, and a 
county healing arts advisory committee. The county board is the 





1. Payment for School Medical Assistance, Department of Public 
Assistance, Harrisburg, Penn., October, 1949, Sec. 3992.3. 


COUNCIL ON MEDICAL SERVICE 1373 


local group of authority. It is composed of 7 or 11 members 
appointed by the governor and consists of interested lay persons 
engaged in business, industry, labor, social welfare, education, 
or public administration. This board hires an executive secre- 
tary and other necessary employees and officially administers 
the program for the county, conforming with the rules and regu- 
lations of the state Department of Public Assistance. This board 
determines eligibility, takes measures to promote welfare and 
self-dependency of the assistance recipient by securing rehabili- 
tative and remedial aid, hears appeals concerning decisions of 
the employees of the board, and is officially in charge of the 
public assistance work in the county. The county healing arts 
advisory committee serves in an advisory capacity on the medi- 
cal aspects of the assistance program, helping to coordinate and 
extend medical care to the assistance recipients of the com- 
munity. This board reviews questionable invoices and thera- 
peutic procedures and makes recommendations to the county 
and state boards of assistance. In some counties subcommittees 
have been appointed to help in making specific recommenda- 
tions to the county board of assistance. Often the individual 
committee members are questioned when problems arise in their 
particular professional field. 

It has long been recognized by the commonwealth of Penn- 
sylvania that the services of private hospitals are essential in 
maintaining the general health of the population by providing 
their services to all persons whether or not they are able to pay 
for such services. In order to help defray a portion of the oper- 


TABLE 1.—Number of Persons Dependent on Assistance 


December, December, 
1951 1952 

Se GD iin ss oc eresicevccccssecccveces 27,166 23,864 
ED iincedesdvevaseatesnqessseeses 230,704 202,306 

Aid to dependent children *................ 125,717 104,904 

Se Be NN Fin avec ctniviccncvivessens 79,373 70,954 

Blind pension (state and federal)......... 15,479 15,863 

Aid to permanently and totally disabled t 10,135 10,585 
GE TRIS UOTE. a cca sccciccewescsoses« «ss © dont 08 468} 

* Includes needy relatives living with recipient. 

+ Includes needy relatives living with and needy nonrelatives living with 


and performing essential services for recipient. 
t Average: treatment approved for 5,615 applicants in 1952. 


ating costs of these hospitals, the commonwealth distributes 
state funds to certain approved hospitals. The amount of this 
contribution depends on the amount of indigent work done by 
the hospital. To be eligible to participate in this state aid pro- 
gram the hospital must be nonsectarian and nonprofit. There are 
176 such state-aided hospitals in Pennsylvania. The administra- 
tion of this program of state aid to private hospitals is part of 
the work of the department of welfare. The use of a uniform 
accounting system enables the department to prepare for the 
legislature an estimate of the expected indigent work of a hos- 
pital for the forthcoming biennium. The legislature then allo- 
cates maximum sums that may be distributed to each hospital. 
The welfare department distributes these funds quarterly to 
each hospital and is responsible with the Department of the 
Auditor General for the development of an effective procedure 
for the administration of these funds. The law requires the credit 
department of each hospital to investigate the social and financial 
background of each patient in order to determine eligibility to re- 
ceive free or partly free service. This determination is based on 
the patient’s ability to pay. The state does not provide a rigid 
formula to determine the ability to pay but allows the credit de- 
partment of each hospital to consider each case individually. 

In the school medical assistance program, the school system is 
responsible for the initial examination indicating the need for 
medical care, applications to the county board of assistance for 
determination of elibility, arrangements for treatment, and fol- ° 
low-up studies to see that the treatment is provided. The work 
of the county board of assistance includes the determination of 
financial eligibility, the receipt and preparation of authorizations 
and invoices, and the forwarding of these to the state depart- 
ment for payment. The responsibility for the entire program 
of treatment is borne by the school authorities and not by the 
county board of assistance or its executive director. 
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SERVICES AVAILABLE 


The indigent patient receiving official assistance under any 
category is free to call on any private physician or clinic fot 
home or office care; all assistance recipients, therefore, are eligi- 
ble to receive the same medical care. Except for a few who for 
some reason have been barred, all physicians may participate in 
the program and receive reimbursement for services rendered to 
assistance clients. Freedom of choice of a physician is, there- 


TABLE 2.—Physicians’ Fee Schedule (Partial) 


Schedule Fee 
Sa i FN ie idaids cd inated esses sociescccdocvcess ° $ 1.50 
Complete physical examination with urinalysis 
EY cicskd eerie MbVECTRERIE EE CEREAO Sen eneeee ver een 5.00 
SNE Dindcnpiiiewss es eausbebnestsisidecepeleusceons 7.00 
Obstetric and maternity care 
Prenatal, delivery in home, and postnatal......... 85.00 
Prenatal and postnatal care (delivery in hospital).. 10.00 
Delivery in home, postpartum, and postnatal...... 25.00 
7a.m. 11 p.m 
11 p. m. 7 a.m. 
Home visits 
ly IE MP nnd vcucbcedevedeseuéceseccesees $ 2.50 $ 5.00 
Two or more during same Call...............-.ee00. 4.00 6.50 
Visits to recipient in nursing home, rooming home, ete. 2.50 6.00 
Each additional recipient, same visit................ 1.50 1.50 
NB ods non cescdcavéauosensecue 7.00 9.50 


fore, provided. Physicians and clinics are not limited to the serv- 
ices they provide except that only three calls per month are 
allowed for chronic cases. Compensable physicians’ services may 
include home calls; obstetric care, including prenatal, delivery, 
and postnatal care; minor surgery performed in the home or 
office; general physical examinations; diagnostic examinations 
for pulmonary tuberculosis and venereal disease; and eye care. 
Drugs and surgical supplies that the physician provides are paid 
for if the cost is $2.00 or more. Dental services under the De- 
partment of Public Assistance program include emergency 
care, examination and charting of defects, extractions, fillings, 
treatment of oral pathology, and root canal therapy. Dentures 
and denture repairs were to be discontinued Nov. 1, 1953. Nurs- 
ing service under the program is obtainable from qualified 
nurses. Initial visits may be requested by the attending physician, 
the family, the patient, or interested persons; all subsequent 
visits are made only upon order of the attending physician. 
Drugs and appliances prescribed by the physician are pro- 
vided by- the state; however, the Department of Public Assistance 
will not pay for drugs available from another state program. 
Formerly only drugs listed in the “United States Pharmacopeia” 
or the “National Formulary” were provided, but these restric- 
tions have been removed. Prescriptions that cost over $10.00 
must have special authorization by the county board. The heal- 
ing arts advisory committee advises the county board in matters 
regarding the use of expensive drugs. There is some variation 
among counties as to types and amounts of drugs authorized. 
All services of the hospital are available to the indigent pa- 
tient, although state aid is on a per diem basis and not on a 
fee-for-service schedule. No payments are made by the public 
welfare department for service to nonresidents, for chronic cases 
remaining in the hospital over 90 days or for outpatient services, 
but such outpatient clinic service is included in the medical care 
program administered by the Department of Public Assistance. 
The hospitals, of course, are not restricted in the amount of free 
care they may wish to give to patients, irrespective of their quali- 
fications to receive state aid. The county homes of the county 
institutional district program are designed to care for the aged 
and are the present-day counterpart of the old “county poor 
farms.” The aged indigents living in these county homes receive 
medical care, when such is necessary, at county expense. Tuber- 
culosis patients and crippled children receive medical care in 
state hospitals and clinics, but this care is not a part of the 
indigent medical program. The state also has a vocational re- 
habilitation program. 
Under the school medical assistance program administered by 
the Department of Public Assistance, eligible children receive 
services “to correct or improve the defects or chronic disabilities 





2. Payment for School Medical Assistance, Department of Public 
Assistance, Harrisburg, Penn., October, 1949, Sec. 3992. 3. 
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discovered as a result of the school health examination.2 This 
program provides in-hospital care and certain surgical proce. 
dures in addition to the services included in the regular Medical 
care program of the department. 


PROVIDERS OF SERVICES 


All doctors of medicine or of osteopathy, all dentists, ang all 
pharmacists may participate in the program provided they are 
duly licensed to practice their respective professions and agree 
to abide by the regulations of the public assistance department. 
Nurses who participate must be registered or affiliated with , 
public health nursing organization, not supported by tax funds 
and approved by the National Organization for Public Health 
Nursing. 

PAYMENT FOR SERVICES 

Table 2 shows some of the fees for physicians treating qualj. 
fied recipients. All other services administered by the physician 
such as drugs and supplies, diagnostic x-ray services, minor sur. 
gical operations, and procedures and treatment of dislocations 
and fractures are also compensated by payments according to 
a fee schedule. Physicians indicate on invoices the services 
rendered to a patient and send these to the county board of as. 
sistance; here they are checked for eligibility and service rep. 
dered. Questionable invoices are examined by the county heal- 
ing arts advisory committee and may be returned refusing pay- 
ment or requesting additional information from the physician, 
Invoices certified by the county board of assistance are sent to 
the bureau of finance of the Department of Public Assistance 
where they are reexamined; if they are passed by this office, 
they are sent to the Department of the Auditor General, which 
gives them a final review. A requisition is then sent to the state 
treasurer who issues a check payable to the physician for the 
total amount of his approved invoice; this check is sent back 
to the Department of Public Assistance, which mails it to the 
physician. 

Clinics are paid on a per-visit basis. For general medical serv- 
ices, the payment is for the cost to the clinic, not to exceed 
$1.50 per visit. For complete prenatal care the fee is $7.50 per 
visit. The fee schedule includes most drugs and supplies and 
diagnostic and therapeutic procedures. The cost of only one 
such service will be reimbursed per clinic visit. Pharmacies are 
paid for prescriptions, supplies, and prosthetic devices that are 
prescribed by a physician. All prescriptions costing $10.00 or 
more must have special authorization of the county board of 
assistance. The pharmacies present invoices for each assistance 
client who has received prescriptions; these invoices travel the 
same route and are handled in the same way as are physicians’ 
invoices for medical care. Pharmacists are paid at cost plus 
50%. Drugs available without cost from the state Department 
of Public Health are not provided under the Department of 
Public Assistance program. 


TABLE 3.—Expenditures of Department of Public Assistance 


1951 1952 (Approx.) 


Regular assistance grants................0.0- $104,913,267 $ 93,581,764 
Ee GORD oss cocnsidebccst ec cesiegessvcscers 6,383,546 6,040,000 
School medical program. .........cccccccccees 131,814 94,985 
Other assistance: emergency grants, foster 

i SED oddas na vaecuusstusess bsadeeee 927,750 992,244 
DEO eas clisisextovesivdvieey icin 14,394,950 13,965,532 

| eR PO te tig ole Cee eee id $125,751,327 $113,674,525 
Payable from state funds...................- $ 72,017,450 $ 63,553,695 
Payable from federal funds.................. $ 53,733,877  $ 60,120,830 


The state-aided hospitals receive reimbursement for indigent 
care at the rate of $6.50 per patient day. These funds are dis- 
tributed by the welfare department quarterly, covering the im- 
mediately previous quarter. Payments to a single hospital must 
not exceed a maximum set by the legislature for the biennium. 


COST AND FINANCIAL SUPPORT 


The medical care program of the Department of Public As- 
sistance cost $5,040,000 in 1952. Payments to physicians and 
pharmacies comprised about 80% of these costs. Table 3 shows 
a summary of the expenditures of the department for 1951 and 
1952. The federal government participates in the assistance 
grants up to the maximum prescribed by federal law. Medical 
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assistance, however, is over and beyond this maximum; there- 
fore, no federal money is used in the medical program. The 
Jegislature makes appropriations to cover the anticipated ex- 
penditures of the Department of Public Assistance. If these ap- 
propriations are not sufficient to cover the program, deficiency 
appropriations are obtained. There are no allocations made for 
any * the individual programs except for the school medical 
assistance program, which receives adequately large funds. 


EXPERIMENTAL PLAN IN SNYDER COUNTY 

Some dissatisfaction exists among public assistance officials, 
the various healing professions, and the assistance recipients re- 
garding the plan that the department is now using to provide 
medical services. The Snyder County board of assistance has 
devised a plan that is now being tried as an experiment. This 
plan replaces the invoice method of paying for medical care 
directly to the vendor of the services. Under the Snyder County 
plan money for medical care will be included in the monthly 
grant to the assistance client. An allowance of $1.00 per month 
will be made to each assistance client; if the client has an illness 
that requires medical care and is likely to continue for more 
than six months, an additional $5.00 per month will be added to 
the grant; at the termination of a miscarrage an additional al- 
lowance of $15 will be made for that month; at the termination 
of a normal delivery an additional allowance of $35 will be 
made. The assistance recipient is, of course, expected to use 
these monthly allowances to pay for any medical services he 
may need. This program is designed to simplify administrative 
procedures and cut administrative costs by eliminating the sub- 
mission, authorization, checking, pricing, etc., of invoices. The 
plan also enables the patient to participate as purchaser in de- 
cisions as to whether or not he should seek medical services; 
under the present program, he need not have any concern as to 
the amount or cost of the service he receives. The experimental 
plan also gives the department more control of the cost of the 
program. 

The Snyder County program will be effective only to the ex- 
tent that the assistance recipients actually use the allowances to 
pay for the medical care that they need, provided the allowances 
are adequately large. Some prudent clients will set aside these 
medical allowances each month and will have them available 
when medical care becomes needed. Some persons will use part 
of their medical allowances for other purposes during months 
when there is no illness and will supplement the allowance for 
medical care during months when there is illness in the family. 
Some will not accumulate their allowances but will pay for medi- 
cal care out of the medical allowances of the months after the 
illness. Some persons will fail to use these medical allowances 
for medical care at all but will appeal to the physicians for 
charity care. The chief advantages of this experimental plan are 
that it frees the medical profession from governmental inter- 
ference and “red tape” and that it eliminates much of the admin- 
istrative cost of the present plan. Whether or not the assistance 
client will use his medical allotment for its assigned purpose 
seems problematic. 

COMMENT 

Some dissatisfaction with various aspects of the program has 
been expressed by administrators of the plan and by those who 
provide the services. One criticism is to the effect that more 
adequate services should be provided for the chronically ill 
and for those medical indigents who are not eligible for cover- 
age by the assistance programs. There is also evidence that some 
assistance recipients, who are eligible for care under the pro- 
gram, are reluctant to tell their physicians that they are on the 
assistance rolls. These patients either pay for their care from 
their regular grants, which are not intended to cover medical 
costs, or are treated without charge by the physician. 

Physicians, of course, dislike a complicated system of “red 
tape,” such as is involved in the present plan. The program’s 
administrators are concerned about the rising cost of the medi- 
cal program, in the face of decreasing assistance rolls. The phy- 
sicians believe that this is caused by (1) the increased cost of 
new drugs and diagnostic and therapeutic procedures and (2) 
the fact that, as the assistance rolls decrease, the healthy clients 
find jobs while the chronically ill or disabled unemployables re- 
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main. The administrators, however, claim that frequently the 
physicians “over-prescribe” and that assistance patients receive 
new, expensive, and sometimes unnecessary drugs by virtue of 
the fact that the state will pay for these medications. They agree, 
however, that it is difficult for the lay administrators to evaluate 
medical problems properly. 

It has been charged that some physicians tend to “specialize” 
in welfare work, devoting a large part of their practice to treat- 
ment of assistance clients. In some cases where coliusion be- 
tween physicians and pharmacists or other forms of malpractice 
have been proved to exist, offenders have been prosecuted, fined, 
and barred from the program. 

Such problems, of course, may arise in any program where 
lay persons administer the funds for a technical service. Under 
a program too strictly regulated, medical care suffers; in a pro- 
gram too loosely organized and supervised, unnecessary spend- 
ing and prohibitive costs may result. A keen understanding of 
both points of view is essential to administer any program ade- 
quately. However, the device of the state and county advisory 
boards, acting as liaison between administrators and providers 
of care, and the demonstrated willingness to test new methods 
of administration indicate a basic soundness in this approach to 
the problem. 

SUMMARY 

All recipients of public and general assistance, a group that 
included in December, 1952, about 2.2% of the state’s citizens, 
are eligible for medical care under the same program. The 
Department of Public Assistance administers subsistence grants 
and the nonhospital medical care program. Medical care pro- 
vided includes home and office visits by the physician of choice, 
outpatient clinic services, drugs and appliances prescribed by 
the physician, services of the dentist of choice, and visiting nurse 
service. There are no significant restrictions placed upon the 
amount of these services, since the attending physician and the 
county healing arts advisory committee determine the proper 
course of therapy. Ordinarily, chronic cases may receive only 
three physician calls per month. However, if the illness becomes 
acute, more visits may be authorized on the physician’s request. 

The state Board of Public Assistance serves as the governing 
and policy-making board of the nonhospital medical program. 
The secretary and this board administer the program from the 
state level; the supervisor of the medical care division is a medi- 
cal social worker. This administrative structure is duplicated on 
a county level where applications, eligibility determinations, 
and authorization of service are all handled. At both the state 
and county level there exists a healing arts advisory committee 
made up of representatives from each professional group par- 
ticipating in the program. This committee serves an advisory 
function in medical matters. 

Physicians, clinics, pharmacies, and other vendors of medical 
services report the care given to assistance recipients on special 
invoices. These are sent to the county board of assistance, which 
checks them regarding eligibility and the proper type of medical 
care provided; they are then sent to the state offices where an- 
other series of checks and re-checks is performed before pay- 
ment is made. Physicians are paid according to a fee schedule 
covering home and office visits and routine office procedures. 
No payments are made for services rendered to a hospitalized 
patient. 

Hospitalization of the indigent is administered by the Depart- 
ment of Public Welfare through a system of reimbursement to 
certain state-aided hospitals to cover a portion of the costs of 
their indigent work. Indigents make application to the hospital 
for these services. No exact formula is prescribed by the state 
as to eligibility requirements; the determination of eligibility 
is left largely to the hospital. The state also maintains several! 
state-owned general hospitals located in the coal-mining areas 
of the state; these hospitals do a large amount of indigent work. 
All surgery that cannot be handled in the doctor’s office re- 
quires, of course, hospitalization. ;Hospitals, therefore, are ex- 
pected to care for these patients as a part of their regular staff 
case load. Reimbursement to the state-aided hospitals is on a 
per diem basis; no fee schedule exists to cover specific services 
or operative procedures. 
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The following paper is one of a series of six special articles 
dealing with the role of the individual physician in medical civil 
defense planning and operations. 

C. JosEPH STETLER, Secretary. 


HOW TO ORGANIZE FOR CIVIL DEFENSE 
Charles W. Steele, M.D., Lewiston, Maine 


The active participation of representatives of medical and 
allied health groups is required if, within the state or com- 
munity, an adequate program of health and special weapons 
defense is to be planned and developed. They must participate 
both as representatives of their groups and as individual citizens 
possessing special knowledge and skills. The physician must 
assume a position of major responsibility, and he must be pre- 
pared to discharge a variety of different duties and contend 
against a great many difficulties. 

It is often quite difficult to assemble and correctly interpret 
all the factors that add up to a successful medical and public 
health plan with the active participation of the doctors in one 
area or to an impotent health defense organization with apathy 
of both the public and the professional groups in another sec- 
tion. Unfortunately, it sometimes takes only one or two adverse 
factors such as politics or gross incompetence in the state or 
local civil defense organization to alienate the members of the 
professional organizations. For example, in one Maine county, 
politics forced the transfer of the county civil defense head- 
quarters from one town to another; as a result of this move 
and disagreements between the commissioners and the civil 
defense director, the doctor on that civil defense staff resigned 
and no other doctor in the area will agree to take the assign- 
ment. 

On the other hand, no health defense plan, whether it be at 
the state, county, or local level, can expect to enlist and sustain 
the active support of doctors, nurses, dentists, and pharmacists 
unless the planners give a reasonable amount of attention to the 
several basic considerations that follow. 


A SOUND, PRACTICAL CIVIL DEFENSE MEDICAL PLAN 

The state, county, and city civil defense health plans must 
be simple and yet adequate to cope with either a natural or an 
enemy-inflicted disaster. The plan must make the best use of all 
available medical and related professional personnel. State and 
local medical resources must be conserved and used to the best 
advantage. Finally, the medical and public health plan should 
be designed to cause all doctors, dentists, nurses, and pharma- 
cists the least possible inconvenience. Neither physicians nor 
the general public can be interested in complicated and costly 
medical defense plans. 


AN ADVISORY COMMITTEE ON EMERGENCY MEDICAL SERVICE 

It is essential that there be an active medical committee on 
civil defense in the state to advise the state civil defense director 
and his staff on matters pertaining to the participation of doctors 
and hospitals in the health and special weapons sections of the 
programs of the state, county, and city civil defense organiza- 
tions. This committee should be composed of doctors from the 
council districts in the state and from the various specialty 
groups such as public health, radiology, pathology, surgery, and 
medicine. 

Neither government nor medical politics can have any part 
in a sound state, county, or city civil defense medical and special 
weapons defense organization. I have observed that doctors 





Chairman, Committee on Civil Defense, Maine Medical Association, 
and Maine State Civil Defense Deputy Director for Health and Special 
Weapons Defense. 
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promptly lose interest and resign as soon as politics js allowed 
to enter into civil defense organizations. The original Commit. 
tee on Civil Defense of the Maine Medical Association Was 
composed of three World War II army medical officers, ap- 
pointed almost a year before the Maine Civil Defense and Public 
Safety Act was passed in April of 1949. The health defense 
plan prepared by this committee was accepted by the State Civil 
Defense Director, and the chairman of the committee Was 
appointed in July, 1950, to serve as the State Health and Special 
Weapons Defense Deputy Director. The Committee on Civil 
Defense of the Maine Medical Association has been gradually 
enlarged until it is now a 14-man body that includes a repre. 
sentative from each of the six council districts and the members. 
at-large. 

Such success as may have been achieved in the development 
of the health defense plan and in the active participation of 
doctors in the organization at all levels may well be attributable 
to the fact that the chairman of the Committee on Civil Defense 
of the Maine Medical Association has served as Medical and 
Special Weapons Defense Deputy Director and has consistently 
consulted his committee and received its approval before put- 
ting each section of the basic medical plan into operation, In 
other words, the Maine State Health and Special Weapons 
Defense Plan has been the doctors’ plan from start to finish. 


COOPERATION BETWEEN MEDICAL AND CLOSELY ALLIED 
PROFESSIONS 


The Committee on Civil Defense of the Maine Medical Asso- 
ciation and the State Health and Special Weapons Defense 
Deputy Director agreed that the cooperation and assistance of 
all the closely allied medical specialty groups would be required 
to insure the success of the state, county, and city health defense 
organizations. Hence, each allied state health organization was 
asked to name a committee on civil defense with a view to 
determining just how each such group could best contribute to 
the over-all civil defense effort throughout the state. The chair- 
man of each of these committees was appointed to serve on the 
state civil defense staff as an assistant health and special weapons 
defense director. In this way it was possible for the medical 
and allied organizations to agree on civil defense projects to be 
sponsored by each group and for the State Medical and Special 
Weapons Defense Director to coordinate all these activities, 
while at the same time obtaining the active support of all mem- 
bers of these various organizations. 


ASSIGNMENT OF DOCTORS TO KEY POSITIONS IN PLAN AT 
ALL LEVELS 


Another important reason why it has been possible to interest 
physicians in civil defense in this state is the fact that the 
majority of the members of the Committee on Civil Defense of 
the state medical association have been given and have accepted 
important assignments in the health and special weapons de- 
fense organization at either the state, county, or city level. 
Members of the state committee are serving as follows: one as 
state deputy director for health and special weapons defense; 
one as alternate state deputy director; two as regional state 
deputy directors; one as assistant state deputy (biological) 
defense director; one as assistant state deputy (hospital) director; 
One as assistant state deputy (public health) director; one as 
assistant state deputy (blood banks and transfusions) director; 
and three as county health and special weapons defense deputy 
directors. 

Every county health and special weapons deputy director 
within this state is a doctor of medicine. This arrangement has 
insured the doctors a real voice in the basic planning and in the 
actual operation of the state, county, and city medical and spe- 
cial weapons defense organizations. Doctors are interested and 
willing to cooperate because the medical plan is their own and 
because each doctor has been given a specific assignment com- 
mensurate with his training and type of practice in the state, 
county, and city health and special weapons defense organiza- 
tion. Over 500 out of 850 members of the Maine Medical 
Association have already been given and have accepted specific 
civil defense assignments. 
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LEADERSHIP BY STATE MEDICAL SOCIETIES 

It is of foremost importance that the state medical society 
select active members of its organization to serve on its health 
and special weapons defense committee, for it is this group that 
should provide the energetic leadership that is so essential to 
the success of any medical civil defense plan. The members of 
this committee should be men with mature judgment and with 
sufficient personal integrity to command the respect and trust 
of their associates, yet they must be young and vigorous enough 
to have the necessary time and energy to devote both to civil 
defense planning and to active participation in the civil defense 
organization at the state, county, and local levels. Members of 
the committee must know firsthand about the problems in 
medical planning at all levels. 

Active duty military experience in handling mass casualties 
under combat conditions or its equivalent may not be absolutely 
essential training for all committee members, but such experi- 
ence is certainly most helpful in providing the background that 
is needed if the committee is to point up the magnitude of the 
task in this atomic age. Doctors and related group personnel 
without such experience have great difficulty in visualizing the 
size of the organization required to handle adequately large 
numbers of casualties, and they commonly have very little idea 
as to how to proceed with the formation of a casualty-care 
organization. 

Initiative, hard work, and persistence are essential to the 
success of every medical and public health defense plan. The 
chairman and all members of the committee must spend much 
time in formulating a sound basic plan that will be ready when 
it is asked for by the state, county, or local civil defense direc- 
tors. Otherwise, someone else without medical know-how and 
experience may provide the medical and public health plans 
under which the doctors will be expected to work in time of 
disaster. Patience, diplomacy, and the ability to use good com- 
mon sense are other qualities that make for successful medical 
leadership and help to enlist the support of associates and fellow 
workers in the civil defense effort. Conflicting ideas must be 
compromised. Volunteer workers require praise for their ac- 
complishments and must be persuaded, not ordered, to do their 
part in the medical organization of civil defense. There has not 
been a single failure at the county or city level in Maine when 
a good, vigorous leader has headed up the medical and special 
weapons defense organization. 


IMPORTANCE OF SALESMANSHIP TO A SUCCESSFUL PROGRAM 


A successful medical leader not only must have sufficient 
vision and personal belief in the need for an adequate civil 
defense medical plan and organization but also must sell the 
entire idea and the need for participation of all professional 
groups in this vital project to his less civic-minded brethren. 
Selling civil defense to the medical and related organizations 
will no doubt tax the sales ability of every person active in the 
medical and special weapons defense organization at the state, 
county, and city levels, but the selling job can be done if all 
interested members of the profession work at the task. The 
occurrence of natural disasters in nearby areas, such as hurri- 
canes, floods, and harbor explosions, provide opportunity for 
realistic experience in disasters, and the close proximity of large 
bomber and fighter bases make it easier to convince doctors, 
dentists, nurses, and pharmacists of the need for civil defense 
medical planning and the reasons why they should take specific 
assignments in the civil defense health and special weapons 
organization. 

COMMENT 

In Maine, the factors that have been listed here are given 
major credit for the active participation and for the interest 
displayed by doctors and by members of the closely allied pro- 
fessions in civil defense medical activities. Other items not dis- 
cussed here may well have exerted influence on doctors in some 
localities both within this state and in other states. In the last 
analysis the factors that favorably influence physicians in one 
section of the country are bound to differ from those that 
operate in another part of the nation with differences in terrain, 
climate, industry, density of population, etc. Leadership and 
salesmanship techniques should remain flexible in order that 
doctors in all parts of this nation become sufficiently interested 
in civil defense planning. 
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The following material is based on a public relations manual 
issued by the Public Relations Department of the American 
Medical Association.—Eb. 


WINNING THE PATIENTS GOOD WILL 

A physician’s manner can greatly affect his relationship with 
his patients. Not all doctors are born extroverts or endowed 
with the personalities of movie psychiatrists. Some are shy, some 
are brusque. Often a physician must work hard to cultivate a 
gentle, interested, and reassuring manner. The good will and 
friendship of patients are not won in hurried five-minute inter- 
views or with the quick scribbling of a prescription. In order 
to give the personalized treatment that patients have a right to 
expect, the physician should cultivate a calm, assured manner, 
show a sincere interest in the patient, and give evidence of 
sympathy while retaining firm control of the interview. He 
should give his full attention to the patient, because people soon 
lose confidence in the “absent-minded professor” type of phy- 
sician. Above al! he should take time to listen patiently. 

Patients resent being rushed through an interview with the 
doctor. The physician must give the impression that he has 
plenty of time to listen to each patient’s problems. When the 
waiting room is full of patients, this is not always easy. One 
doctor points out, however, that, although the complaint may 
be minor to the physician, it is major to the patient. Frequently, 
listening attentively and making a careful examination means 
more to the patient than the drug or treatment prescribed. The 
doctor who can put himself in the patient’s place and proceed 
accordingly has mastered the secret of giving each patient per- 
sonal care. When the interview with the physician is concluded 
and the patient has been given an opportunity to ask any ques- 
tions he may have, it is time for a friendly farewell. If the 
patient requires another appointment, the physician or his assist- 
ant should schedule it and write out a reminder card for the 
patient. The same friendliness that characterizes the welcome 
should be shown by the doctor and his staff when a patient 
leaves the office. If the physician can take time to walk to the 
door with the patient, this friendly gesture will be appreciated. 
The patient should leave with the feeling not only that he has 
received the best medical care but also that he has been treated 
as an important person. 
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NEW FILM ADDED TO A. M. A. 
MOTION PICTURE LIBRARY 


Physical Aspects of Puberty: Adolescent Development Series: 16 mm., 
black and white, sound, showing time 18 minutes. Produced in 1953 by 
Crawley Films, Limited, for McGraw-Hill Book Company, Inc. Correlated 
with the textbook ‘‘Adolescent Development” by Elizabeth Hurlock, Ph.D. 
Procurable on loan (service charge $2.00) from Committee on Medical 
Motion Pictures, American Medical Association, 535 North Dearborn 
Street, Chicago 10. 


The emphasis in this film is on the physiological aspects of 
puberty. Chiefly in animation, it describes such physical changes 
as the importance of the endocrine glands in puberty, the 
gonadotropic hormone, the development of male and female 
reproductive organs, secondary sex characteristics, and other 
physical changes. This is handled in two sections, one dealing 
with physical maturation in boys and the other with physical 
maturation in girls. After establishing these basic physical facts, : 
the film shows how normal variations in this development can 
have social repercussions. For example, the underdeveloped boy 
or girl is often shut out of his or her age group and forced to 
play with younger persons. The fast-growing boy or girl some- 
times appears awkward or sexually premature, and, in general, 
behavior problems that seem emotional are often based on the 
rate of physical growth. 
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Essentially this film is scientifically accurate, and the authors 
should be commended for their treatment of the subjects of 
adolescent acne, emotional disturbances, nocturnal emissions in 
boys, and the menarche in girls. This picture is well organized. 
The photography and narration are excellent. Since it has been 
designed to accompany a textbook at the college level, the 
primary audience will be college classes in psychology; however, 
it will also be of interest to parents of junior high school and 
high school students. Doctors who are called upon to speak be- 
fore these parent groups will find the film useful as a spring- 
board from which to expand on the physiology and psychology 
of adolescent behavior. 


FILM REVIEW 


Intestinal Obstruction Due to Ascaris Lumbricoides: 16 mm., color, 
silent, showing time 14 minutes. Prepared by Hilger Perry Jenkins, M.D., 
and Daniel J. Pachman, M.D., University of Illinois College of Medicine, 
and Woodlawn Hospital. Produced in 1953 by and procurable. on loan 
from Hilger P. Jenkins, M.D., Woodlawn Hospital, 826 East 61st Street, 
Chicago. 


In this film a case history is presented of a child in whom 
ascaris lumbricoides infection caused intestinal obstruction. The 
salient features of the operation have been photographed, in- 
cluding demonstration of the mass of parasites causing the ob- 
struction. The life cycle of the ascaris is likewise illustrated. 
The photography is very good. The case is obviously a very 
rare one, thus limiting its teaching value; however, the purpose 
intended by the film has been well achieved, and the film is 
adaptable for postgraduate teaching. 
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MEDICOLEGAL ABSTRACTS 


Scientific Tests: Use of Truth Serum by Psychiatrist—Admis- 
sibility in Court.—The defendant was convicted of murdering 
his sister-in-law and he appealed to the Court of Appeals of 
New York. 

Two psychiatrists retained by the defendant testified that the 
defendant was not insane but they thought, as did the psychi- 
atrists called by the state, that he was a “psychopathic per- 
sonality.” They therefore were of the opinion that he was in- 
capable of premeditation or deliberation. Thus, the jury had to 
decide whether there had been enough of premeditation and 
deliberation to make out first degree murder, and the jury must 
have wrestled hard with that question, since they returned, after 
some deliberation, to hear again the court’s definition of “pre- 
meditate.” For all these reasons, it was most important, said 
the Court of Appeals, that the jurors have the full benefit of 
whatever the defendant’s experts had to offer in proof of their 
assertions that the defendant, while not “legally insane,” was 
of limited mental capacity. 

One of the psychiatrists called to the stand by the defendant 
had had three interviews with the defendant at the county jail 
on three different days. He told the court and jury what he had 
observed on the first and third of those occasions, but as to the 
second, he was not allowed to testify. It appeared, said the 
Court of Appeals, that after hearing from the defendant at the 
first interview a rambling and incredible story of the occurrences 
on the night of the killing, the psychiatrist, on his second visit 
to the jail, injected into the defendant a dose of amobarbital 
sodium (sodium Amytal), popularly called “truth serum.” The 
district attorney, at the trial, objected to any testimony as to 
what happened after that. The witness was allowed, however, 
to explain that amobarbital sodium injections produce drowsi- 
ness and result in uninhibited disclosures by the subject and 
that their use is a recognized method for testing mental condi- 
tions. He himself had used such tests more than 3,000 times, 
and he stated that, while not infallible or universally accepted, 
the method was a standard and valid one. 

The trial court refused to let him give any testimony as to 
the second interview or meeting with the defendant, that is, the 
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one at which the defendant was under the influence of the drug, 
The ground for that ruling was that there was no showing that 
the details and results of such a test had ever been admitteq 
in evidence in a New York court. Actually, said the Court of 
Appeals, we did discuss the use of amobarbital sodium for test. 
ing sanity in 1942, in a prior case, and we there referred to jt 
as one of the “methods set up objectively by the medical pro. 
fession for the proper determination of such claims,” that js, 
claims of deranged mental condition. In this case it was essentia| 
that the jury should be informed as to the facts on which the 
expert based his conclusions in order to determine whether they 
were well founded. The jury are entitled to all the facts op 
which the expert bases his opinion. If he answers a hypotheti- 
cal question, the facts therein set forth have been proved at the 
trial. If he rests his answers on facts and knowledge he has 
acquired himself, he must impart them to the jury. This expert 
witness, said the court, did state an opinion in answer to a 
hypothetical question, and he gave that same opinion as based 
on the first and third interviews, but as to that part of his knowl. 
edge or impression that he acquired by testing, he had to remain 
silent. It is not for us to guess what the testing did show, or 
what the psychiatrist would have claimed for it, the Court of 
Appeals concluded. The case should, therefore, be tried again, 

Accordingly the judgment of conviction was reversed and a 
new trial ordered. People v. Ford, 107 N.E. (2d) 595 (New 
York, 1952). 


Animal Experimentation: Validity of Requisition Law.—This 
was an action for an injunction against the State Commissioner 
of Health relating to the use of living animals in scientific tests or 
experiments conducted in laboratories. The case was heard in 
the supreme court, special term, New York County, Part III, 
N. Y. 


The Metcalf-Hatch Law, Chapter 96, Laws 1952, amended 
the Public Health Law of New York by adding Section Sa. It 
authorizes the State Commissioner of Health to designate 
approved laboratories or institutions wherein scientific tests, 
experiments, or investigations involving the use of living animals 
may be performed or conducted under prescribed rules. It 
further provides that the State Commissioner of Health or the 
Commissioner of Health of the City of New York may requisi- 
tion in lieu of destruction unlicensed, unwanted, or unclaimed 
animals impounded pursuant to law, at a fee to be fixed by the 
Commissioner and paid by the receiving laboratories. It also 
contains restrictive and administrative provisions designed for 
the carrying out of the purposes of the act as well as the 
humane policy of the state to prevent cruelty to animals. 

It is significant to note, said the court, that Section 185 of 
the Penal Law, as amended in 1947, permits similar use of living 
animals in language almost identical with that used in the 
Metcalf-Hatch Law but under less stringent regulations. As a 
matter of fact, the only new provisions of the Metcalf-Hatch 
Law are those providing for the requisition of animals and the 
additional restrictions looking toward strengthening the humane 
policy long upheld in the statutes of this state. 

The court said that it had long been the established law in 
this state that there is but a qualified property in dogs and other 
animals, and that reasonable regulation with respect to them 
is a valid exercise of the police power of the state. Any ex- 
penditure of public funds that may be required to implement the 
provisions of the Metcalf-Hatch Law is de minimis, particularly 
in view of what is now being done under the provisions of 
Section 185 of the Penal Law. The fact that some financial 
benefits may accrue to private institutions does not invalidate 
legislation that is otherwise in the public interest. The contention 
that the language of the act may be broad enough to permit 
improper application or use of the powers delegated to the 
commissioners is of no avail. Not only is there no showing that 
any such application or use is threatened or contemplated; 
there is affirmative proof to the contrary. Finally, the court 
found no rights of any person to be affected by the requisition- 
ing of animals in accordance with the provisions of the act, and 
that the act itself is neither in conflict with the constitution of 
the state nor the Constitution of the United States. Accordingly 
the plantiff’s application for an injunction was denied. New 
York State Voters League VS Vivisection, et al. v. Hilleboe, 114 
N. Y. S. (2d) 805 (New York, 1952). 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Infection of Man with Avirulent Rickettsiae of Epidemic Typhus 
(Strain E). M. G. Everritt, P. N. Bhatt and J. P. Fox. Am. J. 
Hyg. 50:60-73 (Jan.) 1954. 


The chance evolution in embryo passage of a strain of Rick- 
ettsia prowazeki of apparently reduced virulence was described 
by Clavero and Perez Gallardo in 1943. They designated it as 
strain E. The present paper reports the first results of a program 
to evaluate strain E as a potential living rickettsial immunizing 
agent for the protection of man against epidemic typhus fever. 
Twenty-nine volunteers were inoculated with varying doses of 
living strain E rickettsiae by various routes. The 21 volunteers 
who received 4.5 log egg-infective doses or more showed at least 
some serologic response to infection; no such response was 
evinced by the 8 volunteers who received smaller inoculations. A 
direct correlation seemed to exist between the maximum level of 
antibody response and the size of the infecting dose. This fact, 
together with the large dose (4.5 log E.I.D. [egg infecting doses]) 
required to provoke a response and the inability to recover 
the agent from the blood stream either by louse feeding or direct 
inoculation methods, is taken to indicate that the multiplication 
of strain E rickettsiae in man is very restricted. That some multi- 
plication does occur, however, is indicated by two types of evi- 
dence. 1. When formalin-inactivated strain E rickettsiae was 
used in 13 volunteers, a dose equivalent to 7 log E. I. D. of viable 
rickettsiae was required to evoke a response. 2. Clinical phe- 
nomena such as eschar-like lesions at the site of intradermal in- 
oculation, regional lymphadenitis and the occasional occurrence 
of delayed febrile reactions can be explained only on the basis 
of true infection. The present observations do not provide an 
adequate basis for evaluating strain E as a living agent for im- 
munizing man against epidemic typhus. However, none of the 
reactions provoked was of sufficient severity to contraindicate 
the use of strain E for such a purpose. Also, cross tests by the 
complement fixation and neutralization techniques failed to re- 
veal evidence that strain E differs antigenically from unmodified 
strains of R. prowazeki. 


Immunization of Man Against Epidemic Typhus by Infection 
with Avirulent Rickettsia Prowazeki (Strain E): Post-Vaccina- 
tion Reactions, Relation of Serologic Response to Size and 
Route of Infecting Dose, and Resistance to Challenge. J. P. 
Fox, M. G. Everritt, T. A. Robinson and D. P. Conwell. Am. 
J. Hyg. 50:74-88 (Jan.) 1954. 


This report describes observations on 125 volunteers who had 
been infected with varying doses of living strain E rickettsiae 
by different routes. Uniform serologic response, detectable by 
complement-fixation and by neutralization tests, was elicited 
by 6 or more log E.I.D. (egg infecting doses). With lesser doses 
in the range of from 4 to 5 log E.I.D. occasional failures (4 
out of 57) were encountered. These responses were more uni- 
form and of greater degree than those manifested by a group 
of 27 volunteers given a primary course of Cox-type vaccine. 
Continued observation over a period of one year after infec- 
tion revealed a marked waning of complement-fixing antibodies 
and, to a lesser extent, of neutralizing antibodies. However, 
the latter antibodies were readily demonstrable in 59 of 60 
one year serums from persons whose complement-fixing anti- 
bodies, once demonstrable, had disappeared by this time. 
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Challenge experiments with virulent Rickettsia prowazeki at 
intervals of 2, 7.5, and 12 months after immunization indicated 
that effective immunity persisted for at least one year. While 
the optimum method of immunization with strain E has not 
been precisely defined, the data presented suggest that the in- 
fecting dose should be at least 6 log E.1.D. and that it should 
be given by the intradermal or intramuscular routes. 


Ventilatory Effects of Head-Down Position in Pulmonary Em- 
physema. A. L. Barach and G. J. Beck. Am. J. Med. 16:55-60 
(Jan.) 1954. 


Observations were made on the effect of elevation of the dia- 
phragm by headward displacement of the viscera produced by 
the headdown position in patients with pulmonary emphysema. 
The patients were tilted at an angle between 12 and 20 degrees; 
in most cases an incline of 16 degrees was used. Striking relief 
of dyspnea was acompanied by increased diaphragmatic ex- 
cursion and a pronounced decrease in the minute volume of 
ventilation. In 24 patients the average decrease in pulmonary 
ventilation on tilting from the sitting to the head-down posture 
was 22%. The average decrease in pulmonary ventilation for 
this group in the sitting position, when 100% oxygen was sub- 
stituted for air, was 15%. The arterial oxygen saturation was 
measured in the lying head-down position after 45 minutes; in 
one patient with associated cardiac insufficiency a drop of 1.6 
vol. % took place; in three more patients there was no signifi- 
cant change; in six patients the arterial oxygen saturation in- 
creased. In 7 of 10 patients in whom an average drop of 26% 
in pulmonary ventilation took place with the head-down 
position the pH and carbon dioxide tension showed little or no 
change. In two patients a rise in carbon dioxide tension of 4 
to 5 mm. Hg was observed, with a drop in pH from 7.43 to 
7.39 and from 7.5 to 7.45. In one patient with an associated 
respiratory acidosis the pH rose markedly, from 7.27 to 7.44. 
The effect of elevation of the diaphragm by upward pressure 
of the viscera resulted in increased diaphragmatic excursion, 
comparable in some respects to raising the resting level of the 
diaphragm by increase of the intra-abdominal pressure through 
the use of abdominal belts or by pneumoperitoneum. The in- 
creased efficiency of alveolar ventilation of the lower lobes 
induced by diaphragmatic as compared to costal breathing was 
illustrated by the blood gas changes in 8 of 10 patients tested. 
In three patients in whom the arterial oxygen saturation was 
unchanged, there appeared to be adaptation to an accustomed 
degree of anoxia that permitted pronounced lowering of pul- 
monary ventilation and consequent relief of dyspnea. These 
observations provide a physiological basis for the clinical use of 
viscero-diaphragmatic breathing in patients with pulmonary 
emphysema. 


Immunity to Tuberculosis in Infancy (With Special Reference 
to Vaccination in the Newborn). W. Gaisford and M. Griffiths. 
Tubercle 35:7-14 (Jan.) 1954. 


According to Gaisford and Griffiths immunity to tuberculosis 
in infancy cannot be achieved with certainty. BCG vaccination 
offers the best means to ensure maximal resistance. In an 
attempt to assess the value of vaccination in the newborn 3,500 
infants vaccinated at St. Mary’s Maternity Hospital in Man- 
chester were followed for the past three years. The type of 
vaccine used, the dose, and the site of injection were varied in 
order to determine the best and safest routine. Results showed 
that of the three vaccines used (Danish vaccine, Swedish vac- 
cine, and a freeze-dried vaccine prepared at the Pasteur Insti-. 
tute), the Swedish vaccine is a much more attenuated one than 
the Danish; the French vaccine is also weaker. The Swedish 
vaccine builds up slowly so that 12 months after vaccination 
the titer is stronger than at 1 or 3 months. The French vaccine 
varies according to the percentage of living organism it con- 
tains. The arm proved to be the safest site, provided that the 
area chosen for BCG vaccination was not above the insertion 
of the deltoid muscle and that any other injections, particularly 
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immunization and vaccinations, were not given in that arm for 
six months, because a flare-up, either at the site of inoculation 
or in the axillary gland, may follow. Conversion was undoubt- 
edly quicker in infants vaccinated after the age of one year; 
nevertheless 90% of the infants vaccinated in the newborn 
period reacted with more than 5 mm. of induration after 100 
tuberculin units at four weeks, and after a year the response 
to the tuberculin jelly test was almost identical in those vac- 
cinated in the newborn period and those whose vaccination had 
been delayed until between 1 and 12 months of age. The 
incidence of complications decreased pronouncedly when vac- 
cination was postponed until after the age of one month and 
was practically negligible after six months of age. None of the 
complications were serious and the striking feature was the 
complete freedom from secondary infection of any kind. The 
authors feel that the slight risk of an axillary abscess (approxi- 
mately 3 per 1,000 may be expected when 0.05 cc. Danish 
vaccine is given in the arm) is more than compensated by the 
accessibility of the newborn infant for vaccination and by the 
early protection afforded. During the three years of follow-up, 
there were no cases of tuberculosis in the vaccinated infants. 
There were 27 known deaths, and in none of the 9 in whom 
necropsy findings were available was there any evidence of 
spreading infection due to BCG. During the same period of 
time 17 deaths were recorded from tuberculosis in Manchester 
in unvaccinated children under the age of 2 years. If vaccina- 
tion is to be done, it should be done at earliest infancy, but as 
the technique is by no means easy at this age, it should be 
done by trained persons with considerable experience and 
should not be lightly recommended as a routine procedure in 
the newborn. 



































Tic of Respiratory Muscles: Report of Three Cases and Review 
of Literature. W. Dressler and M. Kleinfeld. Am. J. Med. 
16:61-72 (Jan.) 1954. 


The occurrence of tic of the respiratory muscles is reported 
in three women between the ages of 31 and 40 years. Two of 
the patients had diaphragmatic flutter-fibrillation and one had 
tic of intercostal muscles. In addition to the authors’ three pa- 
tients, 17 cases of tic of the respiratory muscles in patients 
between the ages of 9 months and 84 years were collected 
from the literature and reviewed. Of the 20 patients, 17 had 
diaphragmatic spasm and 3 had tic of intercostal muscles. Hic- 
cup was not included in this study. Pain in the chest, shoulders, 
extremities, and abdomen was a predominant feature in some 
patients with diaphragmatic tic, but in most including the 
authors’ own patients pain was not a significant symptom. 
Exhaustion was the chief complaint in a group of patients who 
suffered from protracted attacks of diaphragmatic spasm. 
Cyanosis was absent in all the patients. Vibratory movements 
of the chest and abdominal wall observed on inspection and 
palpation were most helpful in the diagnosis of respiratory tic. 
Tic of the intercostal muscles was manifested by a character- 
istic see-saw movement of the anterior thoracic wall. In a few 
cases of diaphragmatic spasm and tic of the intercostal muscles 
vibrations of the entire trunk were noted. Peculiar muscular 
sounds described as to-and-fro shuffle, sometimes resembling a 
pericardial friction rub, or as tapping, swishing, or churning 
sounds, were heard on auscultation. Laboratory findings were 
rarely significant. Tic of the diaphragm may be caused by (1) 
a disturbance in the central nervous system, (2) stimulation of 
the phrenic nerve along its course, (3) a peripheral disturbance 
that stimulates either the terminations of the phrenic nerve or 
the diaphragmatic muscle directly. Two of the authors’ three 
patients had mitral stenosis and pronounced enlargement of the 
heart, but it is difficult to evaluate the significance of this 
factor in the genesis of respiratory tic. All three patients with 
tic of the intercostal muscles showed psychopathic features and 
the authors’ own patient had hysterical hyperventilation and 
was a morphine addict; the latter factor had a distinct influence 
on the manifestations of the tic of the chest wall. In a few 
cases it was possible to attack the cause of the tic; treatment 
of tetany or removal of a cervical rib or fractured xiphoid 
process brought permanent relief from diaphragmatic spasm in 
three patients. Administration of drugs such as dihydromor- 
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phinone (Dilaudid) hydrochloride, phenobarbital, inhalation of 
10% carbon dioxide, or tribromoethanol (Avertin) anesthesia 
caused transient improvement at most. Prompt but only shor 
relief of diaphragmatic tic resulted as a rule from block of the 
phrenic nerves by procaine hydrochloride or freezing. Spasm 
of the diaphragm can be relieved permanently only by totaj 
avulsion of the phrenic nerves. In the authors’ patient with the 
tic of the intercostal muscles, the tic was aggravated by with. 
drawal of morphine and relieved by administration of the 
narcotic. 


Interrelations Between Hiccup and Electrocardiogram, fF. 
Lepeschkin. Am. J. Med. 16:73-79 (Jan.) 1954. 


In five patients with recurrent hiccup, the hiccup sounds were 
recorded synchronously with three leads of the electrocardio. 
gram. In four of these patients, hiccup appeared for a brief 
period after abdominal operations, while one patient had 
arteriosclerotic heart disease. In three patients, the hiccup 
movements caused electrocardiographic artifacts that could be 
confused with U-waves or with auricular and ventricular pre- 
mature beats. The hiccup sounds as well as the artifacts always 
occurred 0.17 to 0.4 seconds after the beginning of the QRS 
complex of the electrocardiogram, and in some cases two suc- 
cessive heart beats were followed by hiccup movements. It js 
postulated that in the reported cases the hiccup was caused by 
stimulation of one of the phrenic nerves by the electric cur- 
rents registering as the QRS complex of the electrocardiogram. 
The hyperirritability of the phrenic nerves in all previously 
reported cases of diaphragmatic contraction synchronous with 
the heart beat was probably due to a decrease in the ionized 
serum calcium or to alkalosis. The concept that hiccup may 
result from stimulation of hyperirritable phrenic nerves by 
action potentials arising from the heart is the basis for the 
proposal of a new method of treatment of intractable hiccup 
by insufflation of the pericardium with air. Even a small amount 
of an- electrically nonconducting gas or liquid would be 
sufficient to prevent the electric currents generated by the 
heart from reaching the phrenic nerves. The beneficial effects 
of treatment with calcium salts, parathyroid hormone and 
dihydrotachysterol on hiccup would be obtained regardless of 
whether it is caused by the electric currents produced by the 
heart or by central or reflex excitation of the phrenic nerves. 


Pulmonary Changes Secondary to Cardiospasm. R. C. Wilmore. 
J. Indiana M. A. 47:25-29 (Jan.) 1954. 


Wilmore emphasizes the importance of cardiospasm in the 
etiology of pulmonary disease, pointing out that the aspiration 
of the contents of the dilated esophagus causes pulmonary dis- 
ease in a significant number of cases. He reviews the literature 
and describes observations on four cases that bring the total 
of reported cases to 137. Two of the four patients had the 
commonest type of pulmonary complication of cardiospasm, 
that is, nonspecific fibrosis; another patient had two complica- 
tions, atelectasis and pneumonitis; and in the fourth patient 
bronchiectasis developed as a complication of cardiospasm. 
Treatment of these pulmonary conditions is the same as in the 
absence of cardiospasm, but the recurrence or progression of 
the condition may be prevented by treating the cardiospasm. 
Far advanced pulmonary fibrosis is not reversible. The inci- 
dence of pulmonary disease as a complication of cardiospasm 
is probably greater than is generally suspected. Either massive 
aspiration or repeated aspiration of small amounts of esophag- 
eal contents may cause pulmonary involvement. This aspira- 
tion would tend to occur more commonly at night when the 
cough reflex is normally somewhat depressed and when the 
patient is in the recumbent position. The cause of pneumonitis, 
pulmonary fibrosis, and lung abscess is often difficult to deter- 
mine. These are the first three in order of incidence of the 
pulmonary complications of cardiospasm. Tuberculosis also 
may be a complication of cardiospasm, but perhaps even more 
important is the fact that cardiospasm could exert an aggravat- 
ing influence on an existing pulmonary tuberculosis. Pulmonary 
infiltration caused by aspiration may be mistakenly considered 
tuberculosis. Some patients with cardiospasm and associated 
pulmonary disease have spent time in tuberculosis sanatoriums 
before the correct diagnosis has been made. 
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Experiments on Coronary Vasomotility. L. Binet and M. Bur- 
stein. Presse méd. 61:1703-1705 (Dec. 25) 1953. (In French.) 


The authors describe the mechanism of an experimental set- 
up in which two dogs are used, one to supply arterial blood to 
the other in a closed double circulatory system through rubber 
tubes. These are connected by canulas to the left pulmonary 
artery and left subclavian artery of the donor and the external 
jugular vein and carotid artery of the recipient. The blood of 
both dogs is treated with heparin. By this means, a perfusion 
with constant output is achieved in the recipient dog, enabling 
many different studies to be performed. The authors studied 
the effects on coronary resistance of faradic stimulation of the 
stellate ganglion and vagus nerve, asphyxia, ischemia, and 
certain drugs. Augmented resistance, as evidenced by a pressure 
elevation in the irrigated vessels, was found to occur (1) by 
reinforcement of extravascular compression of the coronaries 
through strengthening of cardiac contractions (with epinephrine 
or excitation of the stellate ganglion) and (2) by constriction of 
the coronaries (with posterior pituitary hormone), Diminished 
resistance, as evidenced by a pressure reduction in the irrigated 
vessels, occurred (1) by release of extravascular compression of 
the coronaries through cardiac arrest (with vagal excitation), 
(2) by coronary dilatation with substances acting directly on the 
arterial wall (khellin, papaverine and aminophylline), (3) by 
coronary dilatation through augmentation of cardiac action 
(with epinephrine), and (4) by coronary dilatation due to 
asphyxia and ischemia. 


Portal Hypertension. E. J. Jahnke Jr., C. W. Hughes and D. 
Campbell. U. S. Armed Forces M. J. 5:21-26 (Jan.) 1954. 


Members of the hepatic and gastroenterology sections of the 
medical service and the vascular section of the surgical service 
of Walter Reed Army Hospital have been cooperating in a 
comprehensive study of portal hypertension of both the intra- 
hepatic and the extrahepatic types. The preoperative evaluation, 
operative approach, and long-term follow-up were conducted 
according to a standard procedure established after careful 
deliberation. Functional tests were made at biweekly intervals 
during the period of intensive preoperative medical manage- 
ment, and operation was delayed until the results indicated 
hepatic stability at the level of maximum improvement. A final 
base line was then obtained by daily repetition of the tests for 
one week just before the operation. Tests giving direct objective 
evidence were used for the most part in evaluating the degree 
of portal hypertension present before, during, and after opera- 
tion. A direct end-to-side portacaval shunt utilizing the thoraco- 
abdominal approach is considered the procedure of choice and 
was used in 25 of the 36 patients in this series. A splenorenal 
shunt was used in six patients in whom no adequate portal vein 
was available. Less desirable procedures, such as hepatic artery 
ligation or simple splenectomy, were used in five patients in 
whom it was impossible to establish a shunt. Comparison of 
preoperative with postoperative liver function showed a definite 
postoperative increase in hepatic dysfunction that was appar- 
ently proportional to the extent of anesthetic and operative 
trauma. Operations requiring two or three hours are followed 
by only mild liver depression lasting approximately four or five 
days; when five or six hours are required, the depression is 
pronounced and it may be a month before the hepatic function 
returns to the preshunt level. There was no apparent relation- 
ship between the severity and duration of the postoperative 
increase in dysfunction and the degree of preoperative liver 
impairment. Establishment of the shunts, which varied in 
diameter from 1.5 to 2.5 cm., resulted in a marked lowering of 
the portal pressures, which had ranged between 300 and 500 
mm. of saline at operation. A drop amounting to more than 
200 mm. of saline was secured in 80% of the patients, and in 
no case was the final reading above 280 mm. of saline, or less 
than the 300 mm. below which postoperative hemorrhage is 
considered unlikely. Effective portal decompression was also 
indicated by a lessening of the portal circulation time and the 
disappearance or reduction of esophageal varices. Two patients 
in whom the portal pressure had been reduced by an adequate 
shunt died in hepatic coma following the operation; of these, 
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One was an extremely poor operative risk and was bleeding 
actively at the time of the intervention. Follow-up of the sur- 
viving patients for from two months to three years showed 
only two postoperative hemorrhages; both were mild and the 
patients have since gone two years without any further bleeding. 


The Effect of ACTH Therapy upon the Course of Chronic 
Ulcerative Colitis. E. D. Kiefer and J. M. Elliott. Gastroenter- 
ology 26:29-31 (Jan.) 1954. 


Of 35 patients with ulcerative colitis in whom corticotropin 
(ACTH) was employed as an adjunct to therapy and who were 
followed for two years, 8 had severe, active, and extensive 
destruction of the colon associated with severe systemic symp- 
toms; 5 had advanced and extensive organic changes in the 
colon with chronic diarrhea and debility, but the activity of 
the disease was in a state of remission; 8 with long-standing 
chronic colitis but with limited organic changes in the bowel, 
had an alarming exacerbation of severe systemic and colonic 
symptoms; 8 had active colitis of comparatively short duration 
with severe systemic symptoms; 6 had proctitis or colitis limited 
in extent and mild in degree. Twenty-three of the 35 patients 
were immediately improved by corticotropin therapy. The best 
clinical results with corticotropin were obtained in those pa- 
tients in whom the disease was not too far advanced, but was 
active and giving rise to severe systemic reactions. Cortico- 
tropin was an aid in promoting a remission of acute symptoms 
such as fever, intractable diarrhea, and vomiting, and, when 
these symptoms were controlled, certain patients went on to a 
satisfactory remission under the usual supportive regimen. 
Corticotropin proved to be a valuable supportive measure for 
patients who obviously will require an ileostomy but are too 
severely toxic, exhausted, and debilitated to be acceptable 
surgical risks. Of the 23 who improved, 15 had a relapse and 
8 remained well in apparent remission for two years. The re- 
currence rate of flare-up of the colitis seemed to be about the 
same as for patients who achieved a remission without the 
benefit of corticotropin. No material regression of the roentgen- 
ologic changes in the colon was observed that could be at- 
tributed to corticotropin. The inference, therefore, is that the 
hormone suppresses manifestations of the disease but does not 
reverse the fundamental disease process. A few patients en- 
joyed an uninterrupted remission while taking small doses of 
corticotropin over several months; corticotropin administration 
may be indicated as a sustaining measure much in the same way 
that corticotropin and cortisone are used in many cases of 
rheumatoid arthritis. Although corticotropin does not replace 
any of the established medical or surgical measures in the 
treatment of ulcerative colitis, it constitutes a powerful thera- 
peutic tool with fairly definite indications and has an important 
place in the management of selected cases. 


Development of Cancer in Chronic Ulcerative Colitis. J. A. 
Bargen, W. G. Sauer, W. P. Sloan and R. P. Gage. Gastro- 
enterology 26:32-37 (Jan.) 1954. 


Of 1,564 patients who were less than 50 years of age when 
the diagnosis of ulcerative colitis was made at the Mayo Clinic, 
who were followed up for a year or more after that and who 
were free of malignant lesions for at least a year, 98 subse- 
quently died from cancer of the rectum or colon. The ob- 
served deaths from malignant neoplasms of the colon were 
compared with expected deaths from malignant neoplasms in 
the general population. Results indicated that on the average 
the death rate from cancer of the rectum or colon among 
persons with ulcerative colitis is 30 times as frequent as that 
in the general population of the same age and sex. However, 
the authors’ study showed that the typical patient with chronic 
ulcerative colitis was 31 years old at the time of his visit at the 
Mayo Clinic and that he had better than a 50% chance of 
living 25 years. This in no way indicates the advisability of 
early removal of the colon as has sometimes been suggested. 
Further studies of patients with severe, advanced, and recur- 
rent ulcerative colitis are required to elucidate some of the 
fundamental tissue disturbances leading to the development of 
cancer. 
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Course of Infectious Hepatitis with Special Reference to Prog- 
nosis and Chronic Stage. E. G. Saint, W. E. King, R. A. Joske 
and E. S. Finckh. Australasian Ann. Med. 2:113-127 (Nov.) 
1953. 


One hundred twenty-three cases of infectious hepatitis 
were studied; 84 were acute, 34 active chronic, and 5 inactive 
chronic. Death occurred in five of eight fulminating cases, in 
which there were severe premonitory symptoms, bleeding mani- 
festations, and intense jaundice followed by coma. Biochemical 
tests showed a high serum bilirubin level, early depression of 
the serum proteins, and positive results to cephalin flocculation 
tests. Autopsy and biopsy studies revealed widespread hepatic 
necrosis in the acute stage and residual hepatic fibrosis if 
recovery occurred. These patients were all of middle age, and 
in five cases an adverse environmental factor possibly accounted 
for the severity of the infection. Of 12 cases of relapse or 
delayed resolution, an adyerse external factor was present in 9. 
Early ambulation was the commonest. These patients had a 
higher gamma globulin level than was found in the “classical” 
cases. Clinical, biochemical, and histological studies showed 
good correlation with the activity of the disease and the prog- 
nosis. The prognosis was good, although in a few cases the 
condition became chronic. Active chronic infectious hepatitis 
followed acute attacks or had an insidious onset. Adverse 
environmental factors were unusual. The biochemical character- 
istics were positive responses to flocculation tests and hyper- 
globulinemia affecting especially the gamma globulin. Liver 
biopsy showed active inflammatory change in the liver, and the 
findings correlated well with the clinical and biochemical find- 
ings. The prognosis was poor; 18 patients died in hepatic coma 
or after gastrointestinal hemorrhage. In a few the condition 
became inactive, and their biochemical picture reverted to 
normal. Inactive chronic infectious hepatitis is residual hepatic 
fibrosis following earlier acute or chronic infectious hepatitis. 
It was characterized by hepatosplenomegaly, portal hyperten- 
sion, and recurrent gastrointestinal hemorrhage. Liver function 
tests gave normal results, and biopsy showed fibrosis without 
inflammatory activity. The prognosis depended on the degree 
of portal hypertension present. The management of infectious 
hepatitis is discussed in detail. The importance of diet and rest 
in the acute stages is stressed. In fulminating cases the danger 
of laparotomy is emphasized, and the roles of parenteral 
therapy including blood transfusion and the giving of antibiotics 
are outlined. In active chronic cases, treatment is symptomatic. 
Ascites is controlled by salt restriction and mercurial diuretics. 
Paracentesis abdominis is avoided. Frequent blood transfusions 
are necessary. Chlortetracycline (Aureomycin) may be of value. 
Pregnancy is contraindicated. Factors affecting the course of 
the disease are discussed. In acute cases pregnancy, malnutri- 
tion, early ambulation, and old age worsen the prognosis. 
Chronic hepatitis is most frequent in women at the beginning 
and end of reproductive life, and it is postulated that an 
anomaly of antibody response related to steroid metabolism is 
involved, as well as the effects of age on biological response to 
infection. Environmental factors appear to be of less impor- 
tance in these cases. 


Oral Complication of Sprue: Report of a Case. I. F. Ross. 
Oral Surg. 7:55-59 (Jan.) 1954. 


Ross presents the history of a woman, aged 28, who showed 
advanced destruction of the periodontal tissues that could not be 
explained on the basis of local factors alone. She had had sprue- 
like symptoms for about three years. The author feels that, in 
trying to understand the effect of sprue on alveolar bone and 
other periodontal structures, the following points should be con- 
sidered: 1. The loss of large amounts of calcium, combined 
with fatty soaps in the feces, has an effect on the calcified 
inorganic constituent of alveolar bone. 2. Poor intestinal ab- 
sorption of fat-soluble vitamins (A and D) produces rarefaction 
of the alveolar bone. 3. Lack of absorption of vitamin C due 
to inflammation of the intestinal mucosa results in degeneration 
of the collagen of the gingival stroma. 4. Hypoproteinemia 
may affect the protein matrix of bone and the intercellular 
substances of the gingival connective tissue. 5. Moderate local 
stresses on a periodontium, which is weakened by a severe 
chronic systemic involvement, may have exaggerated effects. 
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Control of Ascites in Hepatic Cirrhosis. M. Atkinson, A. Paton 
and S. Sherlock. Lancet 1:128-130 (Jan. 16) 1954. 


According to Atkinson and co-workers ascites in cirrhosis of 
the liver results from the combination of a raised portal venoys 
pressure and a lowered serum albumin level. Sodium is retaineg 
in the body as ascites accumulates, and urinary sodium excre. 
tion is extremely low, most of the dietary intake passing into 
the peritoneal cavity. Although sodium retention is probably 
not a primary factor in the production of ascites, dietary sodium 
restriction will control the accumulation of fluid. The ascites 
can be still further reduced by increasing the urinary excretion 
of sodium by means of mercurial diuretics, supplemented, jf 
necessary, by ammonium chloride. The four case histories 
presented illustrate the success of a low sodium diet in con- 
junction with mercurial diuretics and ammonium chloride. With 
this regimen abdominal paracentesis is avoided and removal 
of protein from the body in the ascitic fluid is obviated. This 
is an important factor in a patient who is unable to synthesize 
albumin. The state of nutrition improves, and there is a rise ip 
the serum albumin level. 


Clinical Follow-Up Study of 398 Patients Suspected of Having 
Lung Cancer Discovered in Boston Chest X-Ray Survey. J. M. 
McNulty. New England J. Med. 250:14-17 (Jan. 7) 1954. 


The paper presents findings of a detailed follow-up study of 
the clinical records of 398 patients suspected of having lung 
tumor by a roentgenologic review board that interpreted the 
films of 536,012 persons. There were 39 cases (9.8%) of proved 
bronchogenic carcinomas among a total of 398 persons in 
whom tumor was suspected. Recent studies of the 39 patients 
with primary carcinoma show that 22 had undergone resection 
and that of these 5 were alive and apparently well three years 
after the date of the original survey film. The author feels that 
the two chief questions raised by this analysis are whether the 
carcinomas discovered are more curable than those encountered 
in ordinary practice and whether they can be turned up in 
sufficiently large numbers to warrant consideration of the mass 
chest survey as a practicable means of control of pulmonary 
cancer. This chest survey was directed primarily against tuber- 
culosis and the tremendous expense of conducting it must be 
charged against the control of that disease. A single survey, 
although it may provide useful information, can have no signif- 
icant effect on the control of lung cancer. To be effective and 
to detect new early lesions as they develop, it must be repeated 
indefinitely at intervals of not more than four or six months. 
Unless it is reasonable to expect repeated surveys directed at 
tuberculosis at such intervals, the entire staggering cost of such 
a program will have to be charged against the effort at cancer 
control. In the light of these considerations, the result of this 
study can hardly be considered as anything but discouraging. 
The discovery of 39 primary cases of lung cancer in 536,000 
persons surveyed—a little less than 1 in 14,000—is low. Of 
even greater significance is the fact that of 22 patients under- 
going resection only 5 were well at the end of this follow-up 
period. Equally discouraging is the fact that almost half the 
lesions found could not be resected so that the survey did not 
uncover the disease in a significantly earlier phase than that 
seen in ordinary practice. 


Extreme Insulin Resistance in Diabetic Coma: Report of Fatal 
Case of Juvenile Diabetes Treated with 7,555 Units of Insulin 
in 45 Hours. W. Rose, R. Kaplan and H. N. Picard. Diabetes 
2:462-464 (Nov.-Dec.) 1953. 


A fatal case of juvenile diabetes, with acidosis and coma, in 
a 9-year-old boy is described in which reduction of blood glu- 
cose from 776 to 186 mg. per 100 cc. occurred only after 
administration of 7,555 units of insulin over a 45 hour period. 
Because a negative urinalysis had been obtained two weeks 
before the patient’s admission to the hospital and because of 
the misleading combination of abdominal symptoms and signs 
with high leukocytosis at the time of admission, diagnosis was 
delayed by almost a day. The patient was dying when attempts 
were made to overcome the dehydration, restore electrolyte 
balance, and correct the hyperglycemia. Prolonged, severe 
acidosis and terminal changes in metabolism appeared to be 
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the major factors involved in this case. Since the child re- 
ceived almost all insulin by the intravenous route poor absorp- 
tion could not have been a factor. While it may be argued that 
the fall in blood glucose was a terminal phenomenon and un- 
related to insulin administration, such a fail is not usual in 
yntreated diabetic acidosis. A cause and effect relationship be- 
tween cumulative insulin and the eventual drop in blood sugar 
js more probable. The dangers inherent in the use of the great 
amounts of insulin given to the patient were fully appreciated, 
but at the same time the need for heroic measures was obvious. 
Although the primary objectives of reexpansion of the extra- 
cellular fluid volume, restoration of electrolyte balance, and 
reduction of hyperglycemia seem to have been substantially 
attained, the success achieved was chemical only and too late 
to prevent the death of the boy in shock, anuria, and azotemia. 


Hyperkalemia in Nephritis. P. Vallery-Radot, C. Laroche, J. 
Hazard and others. Presse méd. 61:1706-1708 (Dec. 25) 1953. 


(In French.) 


Hyperkalemia is frequently seen in the terminal stage of 
renal insufficiency, in both acute and chronic nephritis. There 
is no strict parallel between retention of nitrogenous bodies 
(urea, creatinine, and indoxyl) and potassium elevation. The 
amount of potassium in the blood is influenced by, or associated 
with, various factors, including urinary output, diet, cellular 
destruction, and variations of the other electrolytes. Variations 
in kalemia cannot, therefore, be used to follow the development 
of renal insufficiency as can variations in nitrogenous bodies. 
Hyperkalemia is, however, a very serious symptom and has 
innately unfavorable potential consequences, particularly for 
the cardiovascular system. 


Some Observations on Tetanus. F. Beare. M. J. Australia 
2:949-953 (Dec. 26) 1953. 


This report is based on the study of 58 cases of tetanus under 
Beare’s observation at the Royal Adelaide Hospital, . where, 
since 1946, all patients with tetanus, or supposed tetanus, were 
placed under the care of the same physician so that uniformity 
of treatment would result. Diagnosis was made mainly on clini- 
cal grounds. Trismus, rigid abdominal muscles, dysphagia, and 
sweating are the commonest features during the early stage of 
the disease. The patient should be nursed in a quiet, darkened 
room by experienced personnel who realize that the patient 
should be protected from all unavoidable sensory stimuli. The 
number of injections, of visits by the medical attendants, and 
of ministrations by the nurses should be as few as possible. 
Overzealous treatment leads to more spasms and exhaustion, 
one of the main causes of death in this disease. Fluids should 
be given to avoid dehydration from sweating. If oral intake is 
inadequate, intravenous drip administration can be tried. A 
dose of tetanus antitoxin regarded adequate for the whole 
course of the disease was given on admission and not repeated 
unless it seemed necessary. An effective “cover” lasting for 
several days is enough to neutralize any fresh toxin produced 
and circulating in the blood. As a basic dose 100,000 I. U. 
was given intramuscularly with 100,000 units by the intravenous 
route. The antitoxin was not given intrathecally. Every patient 
was tested for sensitivity and this phenomenon was found in 
about one-sixth of them. About 0.2 cc. of tetanus antiserum was 
injected intradermally. If no weal developed within 10 minutes, 
the patient was regarded as being insensitive to tetanus anti- 
serum. If a weal developed, a further 0.2 cc. was given sub- 
cutaneously, then 0.4 cc. subcutaneously after 20 minutes, and 
then the remainder of the dose intramuscularly after a further 
20 minutes’ wait. The intravenous dose, if any, was given slowly 
immediately after this. No immediate reaction occurred, but 
3i of 39 patients, who lived long enough, had a delayed re- 
action, usually consisting of a widespread, itchy rash occasion- 
ally accompanied by pyrexia, effusion into the joints, edema, 
and loss of tendon reflexes. Subcutaneous administration of 
epinephrine alleviated the rash. The wound causing the tetanus 
was dealt with after the administration of the antitoxin, the 
reasoning being that antitoxin should be available to counteract 
any toxin set free by the surgical interference with the wound. 
Penicillin was used to inhibit the growth both of Clostridium 
tetani and of the other organisms found in a “dirty” wound. 
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Sedatives of the barbiturate group were used. Mephenesin 
(Myanesin) was employed as a muscular relaxant. Respiratory 
embarrassment can be avoided by tracheotomy, which in some 
instances may be a lifesaving procedure. The mortality rate 
was 31%. A plea is made for early passive immunization with 
tetanus antiserum and for active immunization with tetanus 
toxoid. The duration of the incubation period is not a reliable 
prognostic guide. Examples of hemoglobinuria following 
mephenesin therapy, a second attack of tetanus, and tetanus of 
aural origin are recorded. 


On the Treatment of Pulmonary Tuberculosis: Immobilization 
or “Immobilism”? R. Benda and F. Franchel. Presse méd. 
62:1-3 (Jan. 2) 1954. (In French.) 


Immobilization or complete bed rest is invaluable in the 
treatment of all forms of pulmonary tuberculosis, but it should 
not be allowed to turn into “immobilism,” by which the authors 
mean excessive temporization or inaction. Treatment should be 
designed to shorten the period of illness. Bed rest prolonged 
throughout a whole year cannot be considered progress; in 
addition to the dangers of a purely medical character to which 
it may give rise, the delay in deciding on the next step in 
therapy often has an adverse effect on the patient’s morale and 
on his economic position. Many patients who have had to 
undergo a pneumothorax because of relapses two or three 
years after they had apparently been cured by a regimen of 
strict rest and antibiotics would have been spared a useless 
and even injurious loss of time if collapse therapy had been 
instituted at the proper moment. The chronic pleural suppura- 
tions and other severe complications often responsible for the 
postponement of pneumothorax in the past can now be avoided 
by the preoperative use of antibiotics and a more careful selec- 
tion of patients. Surgical excision of tuberculomas, which are 
often hard to distinguish from other types of round foci, should 
not be undertaken until the diagnosis has been clearly estab- 
lished; a trial period of rest and antibiotic therapy supple- 
mented by a pneumothorax will not interfere with their 
successful removal later and may render it unnecessary. The 
authors advocate a similar initial period of strict bed rest and 
antibiotic therapy, using a combination of streptomycin, 
p-aminosalicylic acid, isoniazid, and sulfonamides, for patients 
in whom the disease is mild or moderate with an ulcerative 
tendency. The initial period, lasting for approximately six 
weeks, or two months at the most, is followed by a period of 
modified rest during which maintenance doses of isoniazid and 
sulfonamides are continued but streptomycin and p-amino- 
salicylic acid are suppressed. The length of the maintenance 
period is determined by the degree of pulmonary stability 
secured as a result of the initial treatment; if the radiographs 
show no progression and the cultures are consistently negative, 
the patient is allowed to resume an almost normal life under 
strict medical supervision after two months of maintenance, but 
when stability is uncertain the maintenance treatment is con- 
tinued for three months before an increase in activity is per- 
mitted. Any tendency toward progression in mild cases, 
especially if Koch’s bacilli are detected, is an indication for 
the immediate institution of collapse therapy. Patients with 
persistent moderate disease should be subjected to coilapse 
therapy or resection according to the character of the lesions; 
if resection is decided on, a period of three or four months of 
rest before and six months after the intervention should prove 
adequate in most cases. 


Conservative Treatment of Tuberculous Spondylitis. K. Bremm. 
Deutsche med. Wchnschr. 79:103-106 (Jan. 15) 1954 and 79: 
146-153 (Jan. 22) 1954. (In German.) 


Although tuberculous spondylitis is not rare in adults, there 
is a definite predilection for it in children. The lumbar and. 
lower thoracic vertebrae most frequently are affected. For 
many decades conservative treatment of tuberculosis spondylitis 
was practiced with satisfactory results at the orthopedic pedi- 
atric clinic in Siichteln (Lower Rhine province of Germany). 
The principal elements in the treatment are open air, sun irra- 
diation, adequate nutrition, continued immobilization, and 
chemotherapy. High altitude is not essential for open air, sun 
irradiation treatment, but the architecture of the hospital must 
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allow for a continued sojourn of patients in open air. As much 
as possible of the total cutaneous surface of the body should 
be exposed to the sun rays, while direct exposure of the focus 
of the disease to the sun is of less importance. A balanced diet 
is best, and sufficient supply of vitamins should be provided 
during the winter months. In order to remove the load from the 
vertebral bodies, immobilization of the vertebral column in 
reclining position is essential during the acute stage of the dis- 
ease. A plaster of paris cast, so-called “gypsum bed,” serves 
this purpose best. Any paravertebral padding or even fenestra- 
tion over the spinous processes must be omitted; only small 
felt pads at the level of the disease process should be glued in 
the cast to prevent gibbus. Placing the patient with his face 
down makes immobilization more difficult and did not prove 
effective. A so-called roller-gypsum bed may be used for special 
cases with progressive formation of gibbus and with manifes- 
tations of paralysis. With the patient hanging in a Glisson’s 
sling, the plaster cast is mounted on a frame with casters and 
this frame is placed on an inclined plane. A permanent pull is 
exerted on the vertebral column according to the body weight 
and the angle of the inclined plane. The gypsum bed is replaced 
by a short plaster corset when the disease is no longer acute. 
A simple plaster corset is used for the lumbar portion of the 
vertebral column; in involvement of the lower lumbar and 
sacral portions of the vertebral column this corset is supplied 
with one or two leg parts coming down near to the knee joint, 
while, for involvement of the cervical and thoracic portions, a 
corset with a four bar head support is used. Leather corsets are 
used in the stage of satisfactory healing. Amithiozone (Conte- 
ben) and p-aminosalicylic acid proved ineffective in the treat- 
ment of closed forms of bone and joint tuberculosis. Rapid and 
permanent improvement was obtained with parenteral adminis- 
tration of streptomycin in total doses of 40 to 60 gm. (0.5 to 
1 gm. daily) in tuberculosis forming fistulas. Isoniazid (Neo- 
teben) seems to exert an effect similar to that of streptomycin. 
The conservative treatment of tuberculous spondylitis requires 
on the average three to six years and hospitalization for the first 
three years, thus calling for patience on the part of the physi- 
cian and the patient. Patients must be continuously encouraged. 
Thirteen per cent of the author’s patients became self-support- 
ing. 


SURGERY 


Indications for and Results of Surgical Treatment of Cirsoid 
Aneurysms and Arteriovenous Aneurysms of the Brain: Based 
on 19 Cases of Which 14 Were Treated by Ablation of the 
Lesion. D. Petit-Dutaillis and G. Guiot. Presse méd. 61:1719- 
1722 (Dec. 25) 1953. (In French.) 


In a group of 14 patients treated by surgery for cirsoid or 
arteriovenous aneurysms of the brain, there was no operative 
mortality. Results, as judged by a follow-up of from eight 
months to four years, were excellent in eight patients, good in 
three, poor in one, and transitory in two. The authors feel that 
surgical extirpation of the lesion is the best form of treatment, 
in view of the good results obtained by them and other neuro- 
surgeons and particularly considering that the danger of blood 
loss in difficult cerebral surgery has been greatly reduced by 
the use of ganglion-blocking agents. Radiotherapy, the only 
method advocated for treatment in the past, is not very satis- 
factory and should no longer be used except in exceptional 
cases of aneurysms that are too deeply situated to be accessible. 
Ligature of the carotid artery or of the vessels supplying the 
aneurysm is rarely effective because of the abundance of 
anastomoses, and ligating the carotid artery is especially 
dangerous to these patients. 


Surgical Treatment of Carcinoma of the Esophagus and Cardia: 
Analysis of 457 Cases. J. H. Garlock and S. H. Klein. Ann. 
Surg. 139:19-34 (Jan.) 1954. 


The authors think that there is no justification for the prev- 
alent negative attitude toward surgical treatment of carcinoma 
of the esophagus and cardia. They suggest that the statistics 
showing poor results of this surgery are unrepresentative be- 
cause, in them, cases treated both palliatively and curatively 
are lumped together. In their 16 year experience with 457 pa- 
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tients, the authors used a rigid policy of undertaking resection 
only in those cases in which a cure might be obtained. Fifty-six 
of these patients were not subjected to surgery for Various 
reasons; of the remaining 401, 214 had squamous cell cancer; 
of the esophagus and 187 cardial adenocarcinomas. Operations 
were performed in 92 (42.9%) with squamous cell tumors ang 
in 89 (45.4%) with adenocarcinoma of the cardia. The oper. 
ative mortality was considerable, but improved over the years 
with increasing experience, better anesthetic methods, and the 
advent of antibiotics. The Torek operation was done in the 
early days of this study. One (16.6%) of the operative survivors 
is alive and well 16% years after operation. In the group of 
lower third esophageal cancers, which were treated by infra- 
aortic anastomosis, 41.6% of the operative survivors lived more 
than five years. The longest postoperative survival was 14 years, 
In the group with middle and upper third cancers in which the 
supra-aortic anastomosis was used, only four survived operation 
over five years before the time this paper was written. None 
survived five years. The over-all five year survival rate of pa- 
tients operated on for cancer of the esophagus, excluding 
operative deaths, was 27.2%. Adenocarcinoma of the cardia 
presents a different problem in relation to routes of spread. 
The five year survivals totaled 30 patients, 16% of whom were 
alive and apparently free of disease at the time of this paper. 
The longest survival was 13 years. This study demonstrates the 
impact of lymph node involvement on the survival rate; most 
of the survivors showed no lymph node spread. An attempt 
must be made to discover cancer of the esophagus or cardia 
before it becomes far advanced with extensive metastases. 
Dysphagia, the symptom usually leading to surgery, is a late 
one, and it would be desirable to see the patient before this 
Stage. 


Recurrent Cancer of Breast: Frequency, Distribution, and 
Mortality. M. B. Shimkin, E. L. Lucia, B. V. A. Low-Beer 
and H. G. Bell. Cancer 7:29-46 (Jan.) 1954. 


In a-previously published study of cancer of the breast in 
women seen at the University of California Hospital and 
Clinics, patients with recurrent carcinoma of the breast had been 
excluded. The present communication is an analysis of these 
cases of recurrent carcinoma, as well as of a group of women 
who were treated with radical mastectomy at the University of 
California Hospital for primary cancer of the breast and in 
whom recurrent disease subsequently developed. The first group 
comprised 261 women, who were first seea with recurrence at 
the University of California Hospital during the 30 year period 
from 1918 to 1947, inclusive. This group included a large 
number with late recurrences, 19% having been seen 5 years 
or longer, and 7% 10 years or longer, after initial operation. 
The total survival of this group at five years after operation 
was 34%. In a selected group of 28 patients who had been 
subjected to radical operation 10 were apparently free of disease 
5 to 24 years after reoperation. The data concerning 261 recur- 
rent cases were compared with data concerning 372 cases of 
primary carcinoma in which subsequent recurrences or metas- 
tases developed. It was shown that the length of survival in 
the latter cases depends on the stage of the disease at initial 
operation and on the type of initial clinical recurrence. The five 
year survival measured from initial operation of patients, who 
eventually die of or with cancer of the breast, is 36% in stage 
1, 20% in stage 2, and 9% in stage 3. There was no relation- 
ship between length of survival and the age of the patients at 
the initial operation. The data do not reveal significantly greater 
proportions of rapidly growing neoplasms among young than 
among older patients. The time after operation at which recur- 
rences are clinically manifest is influenced by the stage of the 
disease at initial operation. In stage 1, the median period for 
recurrence is at 30 months; for stage 2, at 21 months; and for 
stage 3 at 12 months. Local recurrences and generalized metas- 
tases limited to the osseous system become evident clinically 
at 27 months. The length of life after recurrence is influenced 
to a minor degree by the stage of the disease at initial operation 
but is significantly influenced by the type of recurrence. In stage 
1, such mean survival is 19 months, whereas in stage 2 and 
stage 3 it is 13 months. With local recurrence the survival is 
28 months, with osseous metastases it is 24 months, and with 
generalized metastases it is 10 months. 








tion 
Six 
ious 
cers 
ions 
and 
per- 
ears 
the 
the 
/Ors 
) of 
fra- 
ore 
ars, 
the 
‘ion 


pa- 
ing 
‘dia 


ere 
er, 
the 
Ost 
npt 
dia 
eS, 
ate 


his 


irs 


Vol. 154, No. 16 


Fourteen Years’ Experience with Cardiopexy in Treatment of 
Coronary Artery Disease. S. A. Thompson and A. Plachta. J. 
Thoracic Surg. 27:64-72 (Jan.) 1954. 


A 14 year follow-up is presented of 57 patients with coronary 
artery disease who underwent cardiopexy, an operation used to 
increase the blood supply of the myocardium. The Operation 
consists Of removing a portion of the fifth costal cartilage on 
the left side of the chest. At this side the pleura is not entered. 
The pericardial sac is opened, the pericardial fluid is aspirated 
as completely as possible and from 2 to 4 drams of dry mag- 
nesium silicate powder is spread widely over the surface of the 
myocardium. The tissues are then closed in anatomic layers 
without drainage. It is a simple operation and requires about 
30 minutes for its performance. Deaths attributed to the opera- 
tion and all hospital deaths after the operation numbered seven, 
an operative and hospital mortality of slightly more than 12%. 
Of the remaining 50 patients who had been followed up to the 
present time or the time of their death, 37 were men and 13 
were women. The average age of the entire group was 51 years, 
and most of the patients were in the sixth decade. The 33 
(66%) patients who are living at the present time averaged 
symptoms for two and three-quarter years before the operation, 
while the 17 patients who have died averaged symptoms for 
four and one-half years before the operation. In 37 patients 
anginal pain occurred as the first symptom and coronary 
occlusion was the first symptom in 13. Three of the patients 
had congestive failure, and seven had hypertensive disease. The 
shortest length of life after the operation was two months and 
the longest is now over 14 years, with an average of a little 
more than 5 years. For a group of patients who were medical 
failures, cardiopexy has produced most satisfactory results. It 
should be emphasized that almost all of the patients were 
terminal cardiac cases and more or less completely incapaci- 
tated. Few of them were satisfactory surgical risks. As a result 
of the operation the authors were able to rehabilitate these 
patients so that 45 (90%) of them were improved more than 
50%, and 20 (40%) are more than 75% improved. In addition 
to their physical improvement, the average span of life of the 
patients who later died was nine and one-half years from the 
onset of the first symptoms. The authors do not believe that 
these patients would have survived this length of time without 
the operation. 


Experiences with Segmental Resection in Pulmonary Tuber- 
culosis. E. Derra and H. Rink. Wien. med. Wchnschr. 104:72- 
78 (Jan. 23) 1954. (In German.) 


Segmental pulmonary resection according to Overholt, 
Woods, and Ramsay’s technique was performed on 67 men 
and 41 women with pulmonary tuberculosis. Of the 108 pa- 
tients, 31 had the exudative (nodular) type of the disease and 
77 the cavernous type. On discharge from the hospital, 102 
patients had recovered clinically and roentgenologically and 
their sputums had become negative; one patient’s sputum had 
remained positive. Four patients became worse, and one patient 
died. Postoperative complications occurred in 12 patients; 
severe hemoptysis occurred in one, hemothorax in 3, contra- 
lateral dissemination with pleurisy in 2, homolateral dissemina- 
tion in 2, empyema in one, empyema and internal fistula in 2, 
perforation of a colonic ulcer in one. Eight of these 12 patients 
recovered. The authors agree with the statement issued by the 
American Trudeau Society that residual necrotic lesions after 
treatment by combined chemotherapy for prolonged periods 
either alone or in association with temporary collapse therapy 
should be resected. Patients with the nodular form of pulmonary 
tuberculosis in its initial stage should be subjected to resection 
when after prolonged observation a malignant course of the 
disease may be assumed because of the occurrence of new 
small foci adjacent to the older ones with a tendency to enlarge- 
ment by confluence or appositional growth. Tomography may 
be of considerable aid in detecting these lesions in their early 
Stages. Segmental resection is indicated in patients with the 
Cavernous type of the disease in the presence of segmentally 
localized cavities without extensive dissemination and with the 
Temaining pulmonary parenchyma functionally unimpaired, 
and particularly in those patients with relatively recent and 
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limited processes and consequently with satisfactory defense 
powers. These processes are primarily limited to the apicodorsal 
upper lobe segments; they are mostly infraclavicular, but may 
also be parahilar. Isolated solid circular lesions and _ tuber- 
culomas, respectively, present another indication for segmental 
resection. Segmental removal of the blocked caseous focus 
should be carried out simultaneously with decortication in cases 
of rigid collapsed lungs. Besides these absolute indications for 
segmental resection, there are relative ones such as a residual 
cavity after thoracoplasty, but a higher incidence of surgical 
complications may be associated with them. Adequate after- 
treatment will prevent functional deficiency of the remaining 
pulmonary segments. 


Experience with Commissurotomy in Mitral Stenosis. P. Val- 
doni and L. Provenzale. Chir. torac. 6:261-276 (Aug.-Oct.) 
1953. (In Italian.) 


A follow-up was made of 100 patients, 34 men and 66 
women, in whom commissurotomy was performed for mitral 
stenosis. The patients’ ages ranged from 10 to 55 years. The 
cause of the disease was undetermined in 20 patients, and in 
the others it was ascribed to either acute or subacute articular 
rheumatism, recurrent tonsillitis, chorea minor, or scarlet fever. 
On the basis of clinical and laboratory findings and the phase 
of the disease, the patients were divided into four groups 
according to Bailey’s classification. This grouping proved valu- 
able in that there were 14 deaths among the patients of the last 
two groups but none among those of the first two. Finger 
dilatation was sufficient in all but six patients in whom the 
dilatation had to be performed instrumentally. Instrumental 
dilatation becomes necessary in only about 10% of patients 
undergoing commissurotomy for mitral stenosis. Contraindica- 
tions to commissurotomy are active rheumatic fever, severe 
right heart decompensation and myocarditis, associated mitral 
and aortic insufficiency when the latter is greater than the 
stenosis itself, advanced pulmonary sclerosis, and mild mitral 
Stenosis with scarce hemodynamic alterations. Atrial fibrillation, 
previous embolisms and left atrial thrombosis, and cardiac 
dilatation increase the operative risk and minimize the chances 
of good results. The follow-up showed 33 patients cured, 45 
improved, 7 in stationary condition, one in an aggravated 
condition, and 14 deaths. The commonest causes of death dur- 
ing or immediately after the operation (5 patients) were cardiac 
arrest and hyposystole. Death during the recovery period was 
caused by peripheral arterial embolism, pulmonary embolism, 
cardiac insufficiency, and bronchopneumonia. The authors’ 
experience with these patients indicated that the beneficial 
effects of commissurotomy become evident only several months 
after the intervention. This was confirmed by their findings in 
12 of the patients who were followed for more than two years. 
Five were found cured after six months. One year after the 
intervention the number of these patients had increased to six, 
and two years after to seven. They ascribe this slow and pro- 
gressive recovery to a slow return to normal of the pulmonary 
circulation. 


Current Status of Cortisone in Postoperative Treatment of 
Dupuytren’s Contracture. H. Bernstein. New York J. Med. 
§4:90-92 (Jan. 1) 1954. 


Dupuytren’s contracture has been described as an early 
manifestation of an enzymatic breakdown in the metaholism 
of ordinary collagen tissue resulting in a proliferation of fibro- 
plastic elements and a laying down of collagen that contracts 
excessively and loses its elasticity. The disease appears mostly in 
middle-aged and elderly men and is associated with rheumatism, 
often in the form of gout, in from 60 to 84% of cases, suggest- 
ing the presence of focal sepsis. The effect of cortisone in 
relieving and relaxing connective tissue contractures in other 
collagen diseases made it seem probable that patients with 
Dupuytren’s contracture might also respond to this form of 
therapy. Reports of 14 cases found in the literature and 
experience with one additional case presented by the author 
show that cortisone gives gratifying results when administered 
postoperatively. It exerts a restraining effect on the formation 
of fibrous tissue and often leads to the resolution of scar tissue 
already formed. It may be given immediately after surgical 
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treatment with little fear of delayed epithelial union. Increased 
mobility is constantly seen in the joints of the affected hand 
within two weeks of treatment, and the improvement continues 
and is often further augmented for periods of more than a year 
after cortisone is withdrawn. The average dose in all cases was 
100 mg. daily for two or three weeks. Oral and parenteral 
administration are both equally effective, and improvement may 
be expected even though cortisone is not given until several 
months after the operation. No toxic reactions have been noted, 
and no other form of postoperative treatment is needed. 


Intermittent Pyloric Closure by Large Gallstone. F. Kiim- 
merle and W. Dietz. Zentralbl. Chir. 78:1438-1442 (No. 34) 
1953. (In German.) 


If in chronic relapsing gallstones attacks a previously palpable 
tumor disappears suddenly and the pains subside, a perforation 
into the gastrointestinal tract may be assumed. Only rarely, 
however, will it be possible to prove this, because frequently 
the stone will be eliminated through the intestinal tract. Other 
calculi may produce gallstone ileus, usually in the lowest loop 
of the ileum, after intervals varying from days to years. The 
perforation of biliary calculi into the stomach is very rare. The 
patient described in this paper was a woman, aged 65. In 
November, 1952, a sensation of pressure developed in the 
region of the stomach and on Dec. 6 she experienced an attack 
of acute pain, which was severest in the left side of the back 
and then spread through the upper abdomen. Since then, the 
patient had poor appetite, occasional attacks of vomiting, 
extreme discomfort when lying on the right side, which lessened 
greatly when she turned to the left side or on her back. Roent- 
genoscopy of the stomach with the aid of a contrast medium 
disclosed a defect the size of a walnut. Foreign bodies or 
bezoars could be ruled out after the woman had been ques- 
tioned. An intragastric pedicled tumor was thought of and an 
operation was performed, which disclosed an inflamed, con- 
tracted gallbladder, adherent to the duodenum. The gallbladder 
was removed, and the site of perforation at the posterior wall 
of the duodenal bulb was sutured and covered with omentum. 
A barrel-shaped gallstone, with an articular surface on one 
side, was found inside the stomach. It must have been the 
cause of the intermittent valvular closure of the pyloric aper- 
ture of the stomach. After the operation a Miiller Abbot tube 
was introduced, but intestinal atony together with cardiac and 
circulatory failure caused death on the third day after the 
operation. Necropsy disclosed another barrel-shaped gallstone 
with an articular surface in the ileum. It is assumed that the 
two gallstones perforated into the duodenum and that peristaltic 
movements drove one from the duodenum into’ the small 
intestine and the other one retrograde into the stomach, this 
latter one producing intermittent closure of the pylorus that 
necessitated the operation. 


Empiric Use of Gastric Resection in Treatment of Upper 
Gastrointestinal Hemorrhage. E. T. Thieme. Surgery 35:56-61 
(Jan.) 1954. 


According to Thieme, there is no general agreement in which 
cases of upper gastrointestinal hemorrhage conservative non- 
operative or surgical treatment are indicated. Early and ade- 
quate blood replacement has reduced the mortality of both. 
Most reports suggest that there are cases in which emergency 
surgery is essential for survival. The author offers no advice 
about the selection of patients for surgery, but advocates the 
use of gastric resection once the decision to operate has been 
reached. Opinions vary about the extent to which preoperative 
studies should be made to establish the cause of the bleeding. 
Some feel that surgery should not be undertaken without good 
proof of peptic ulceration. Other authors feel that these pa- 
tients are in no condition to undergo gastrointestinal x-ray 
examinations, and normal gastrointestinal roentgenograms taken 
after the bleeding has stopped have been reported in a high 
percentage of cases. The author reviews observations on 11 
patients who were operated on in a three year period because 
of uncontrolled gastrointestinal hemorrhage. A gastric ulcer 
was found in four cases, a duodenal ulcer in three cases, and 
no lesion was found in four cases. In such cases gastric resec- 
tion is advocated without gastrotomy to prove a bleeding point, 
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because gastrotomy prolongs the operation in a poor ris 
tient and frequently fails to show the bleeding point. 
decision to operate on any of the 11 patients, and Specifically 
in the four cases described, may be questioned. It can only be 
stated that in each instance the situation seemed desperate ang 
the prognosis poor without surgical intervention. Once the 
decision to operate had been made, the decision fo; gastric 
resection without demonstrating the bleeding point would seem 
to have been justified by the pathological condition that Was 
demonstrated. Also, this decision would seem to be the logic 
answer to the situation in which no lesion is palpated jp the 
stomach or duodenum. 
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The Cornpicker Hand. E. S. Maxim, F. S. Webster and D, 4 
Willander. J. Bone & Joint Surg. 36-A:21-29 (Jan.) 1954, 


The “cornpicker hand” is an injury that results from catch. 
ing the hand in the mechanical cornpicker. The cases discussed 
here were selected from 28 treated by the authors over the 
past few years. Almost all cornpicker hand injuries represen 
a combination of lacerations, crushing, avulsion, and friction 
burns. They are dirty wounds, and at first it may not seem 
feasible to salvage any portion of the hand. However, it is best 
to be somewhat conservative in the primary débridement. The 
authors suggest that as a first aid measure the hand simply be 
wrapped in a sterile pressure dressing. Since hemorrhage is 
not very extensive in most cases, shock is usually absent; 
however, neurogenic shock may exist in those who have sys. 
tained prolonged trauma. Roentgenograms are taken without 
disturbing the dressing. The patient is taken to the Operating 
room and given a general anesthetic if at all possible; other. 
wise a brachial block is used. The use of a tourniquet is avoided 
to better judge the status of circulation, but a tourniquet js 
placed in position on the arm in case it is needed. The skin 
injuries about the wound are cleansed. Ether is used to remove 
grease, and the dirt is removed by scrubbing with soap. The 
wounds are then irrigated with isotonic sodium chloride solu- 
tion. Débridement is carried out, but if there are areas of 
questionable viability in the soft tissues, these may be left 
undisturbed for a few days and watched. Repair of tendons and 
other deep structures is usually not performed at this time 
because of potential infection. Primary closure may be at- 
tempted, but length of the digits is never sacrificed to facilitate 
primary closure; rather a split-thickness skin graft is applied, 
either immediately or a few days later. Compression dressings 
will reduce postoperative edema. At the time the split-thickness 
skin graft is applied it can be estimated what pedicle graft will 
eventually be necessary. A tube pedicle is formed on the 
anterior abdominal wall immediately or a flap is raised for a 
smaller area. This saves time, because the tube will then be 
ready for attachment when the hand is ready to receive it. In 
reconstruction of these severely injured hands the same prin- 
ciples apply as are followed in other forms of trauma. In many 
cases it may be important to create a cleft in the hand to form 
a pinching surface between the thenar and hypothenar areas 
or to increase the function of grasp between remnants of a 
digit and the thumb. This is done by the removal of one or 
more metacarpals. In hands in which there has been a loss of 
the thumb with the digits remaining, transposition of the index 
finger is a satisfactory procedure. There may be cases in which 
some type of prosthesis would be helpful in gaining further 
function of the reconstructed hand. Unfortunately, most limb 
makers do not design a prosthesis that utilizes the wrist motion. 
The patient and the surgeon both may become impatient and 
decide on an amputation in the forearm. The authors deplore 
this and feel that the possibilities of hand prosthesis have not 
been adequately explored. 


Surgery and Peptic Ulcer: An Assessment of Its Present Status. 
R. M. Walker. Practitioner 172:125-130 (Feb.) 1954. 


Walker felt that general practitioners were best qualified to 
assess the value of surgical treatment for patients with peptic 
ulcer, because they observe these patients for the rest of theif 
lives. He invited four general practitioners, all with large 
practices—three in towns and one in the country—to give theif 
impressions of this problem. All agreed that, since partial 
gastrectomy became more widely practiced, the surgical treat- 
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ment for peptic ulcer seems to be very satisfactory. Walker 
himself comments on the indications for and type of surgery 
and the risks involved. Operation carries a small but definite 
risk. On account of the postgastrectomy syndrome, some pa- 
tients cannot return to their occupation for months after their 
operation, and a few have persistent symptoms that leave them 
no better, or perhaps worse off, than they were before. These 
cases prevent surgeons from becoming complacent. Neverthe- 
Jess, surgical treatment plays a big part in the treatment of 

ptic ulcer; practically all its complications, such as acute 
perforation, hemorrhage, obstruction, and suspicion of malig- 
nancy, require surgical management, and, in the uncomplicated 
cases, which are not cured by adequate medical treatment, 
surgical treatment offers a good prospect of complete relief 
of symptoms at very small risk. Although the removal of the 
greater part of an organ like the stomach is a mutilating 
procedure, the patient who is relieved of his symptoms does 
not regard it as such. 


NEUROLOGY AND PSYCHIATRY 


Medulloblastoma. M. Salas M. Bol. méd. Hosp. inf., Mexico. 
10:615-648 (Dec. 1) 1953. (In Spanish.) 


Medulloblastoma is a cerebellar tumor of children. It origi- 
nates in the vermis cerebelli or in the roof of the fourth 
ventricle, spreads rapidly to the structures in its proximity, and 
gives metastases through the ventricular system and the sub- 
arachnoid space. It is highly malignant and extremely radio- 
sensitive to total roentgen irradiations on the brain and spinal 
cord. An exact diagnosis is made by an exploratory operation 
and verification of histological specimens. From 1943 to 1953 
the author observed 15 cases in 8 boys and 7 girls. Most of the 
patients were between the ages of 142 and 5 years. The tumor 
originated in the vermis cerebelli in 14 cases and in the right 
cerebellar hemisphere in one case. It had progressed to the 
cerebellar hemispheres in one case and to the base of the 
brain and the optic chiasm in another. Distant metastases to 
the dorsal segment of the spinal cord were observed in one 
case. Clinical symptoms of intracranial hypertension, of in- 
ternal hydrocephalus, and of cerebellar lesions were observed 
in all cases. Roentgen signs of intracranial hypertension were 
also observed in all cases. Symptoms of meningeal irritiation 
were observed in five cases. A clinical diagnosis of tumor of the 
posterior fossa was made in all cases but one, in which the 
diagnosis was of tumor in the frontal lobe. The period of evolu- 
tion of the tumor prior to admission of the patient to the hos- 
pital was of three months on an average. One patient died be- 
fore the operation, two during the operation, five a few hours 
after it, four survived a few days, and three survived for a 
period of two, six, and nine months, respectively, after the 
operation. In all cases the postoperative period was stormy. 
Two of the three patients who were discharged at the request 
of the parents were in grave condition. The other patient was 
apparently improved. He could not be observed after he was 
discharged. Twelve patients died in the hospital, six from 
surgical shock, four from herniation of the cerebellum into the 
foramen magnum, one from hemorrhage of the ventricular 
system, and one from suppurative meningitis. 


Prognosis of Depression Treated by Electric Convulsion 
Therapy. H. F. Jarvie. Brit. M. J. 1:132-134 (Jan. 16) 1954. 


Of 114 consecutive psychiatric inpatients between the ages 
of 21 and 78 years, but most of them aged 50 or over, who 
could be placed as typical cases in the manic-depressive, involu- 
tional, anxiety-depressive, and reactive groups, 97 received a 
course of electric convulsion therapy, after which 71 (73%) 
were discharged recovered and 26 (27%) were discharged 
improved, Electric convulsion therapy was withheld for physi- 
cal reasons from the remaining 17 patients who had cardio- 
vascular diseases. Follow-up of the 71 patients at the end of 
three years after their discharge showed that no adequate 
information could be obtained in 7 (10%), 5 (7%) had died, 
25 (35%) were completely well, 9 (13%) were fairly well, and 
25 (35%) had relapses (most of them within the first six 
months). On admission, most of the patients had been severely 
ill, and many were calculated suicidal risks; several had made 
an active attempt at suicide before admission. Only two at- 
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tempts at suicide were reported in the 97 patients who were 
followed up. On the ground of suicidal risk alone, therefore, 
treatment with electric convulsions can be said to have returned 
many socially useful persons to a happy and effective life much 
more quickly than would have been the case if a spontaneous 
remission had been awaited. From that and from the high 
number of patients with depression (73%) who made a good 
initial response to electric convulsion therapy, it is concluded 
that this method of treatment is effective in most cases of 
depression, but its limitations in some 30 to 40% of patients 
should be recognized. Epilepsy developed in a 27-year-old 
woman who had received the largest number of treatments (a 
total of 60). Except for this one serious complication reported, 
electric convulsion therapy physically is an innocuous form of 
treatment. 


GYNECOLOGY AND OBSTETRICS 


Carcinoma of the Breast and Pregnancy: Analysis of 920 Cases 
Collected from the Literature and 22 New Cases. T. T. White. 
Ann. Surg. 139:9-18 (Jan.) 1954. 


Coincidental occurrence of carcinoma of the breast and 
pregnancy or lactation is extremely uncommon. Only 920 pa- 
tients were found after study of the world literature through 
1950, and only 22 patients were found in three large hospitals 
in New York. The gross survival rate among patients in whom 
carcinoma develops during pregnancy or lactation is lower 
than among nonpregnant or lactating women, yet a number of 
these patients have been cured. The poor results in patients 
treated for carcinoma of the breast during pregnancy or lacta- 
tion may be due to delay in treatment and the advanced stage 
of disease when treatment is instituted. Westburg found that 
pregnant and nursing women reported breast symptoms an 
average two months later than nonpregnant women. He stated 
that these women often thought the symptoms were part of 
normal pregnancy or lactation. The gross survival rate among 
patients in whom pregnancy followed treatment of a breast 
carcinoma is comparable to that in patients who did not be- 
come pregnant. It is possible that patients with advanced disease 
of the breast do not become pregnant after treatment because 
of the presence of metastases. Good results and relatively 
frequent cures may be due to this possibility. It was not pos- 
sible to determine the effect of abortion on the survival rate of 
either of the two types of patients. It is probable that pregnancy 
is not contraindicated for patients with treated carcinoma of the 
breast without noticeable metastases. 


Management of Endometrial Carcinoma. C.-B. Henle. J. Am. 
M. Women’s A. 9:11-12 (Jan.) 1954. 


Henle stresses that the therapy of endometrial carcinoma 
should be individualized in accordance with the condition of 
the patient and of the lesion. The highest percentage of five 
year survivals is in the patients treated by multiple-source 
radium therapy, followed in six to eight weeks by a complete 
hysterectomy and bilateral salpingo-oophorectomy. Preopera- 
tive radiation therapy will lessen sepsis, reduce the size of the 
uterus, and render surgery easier and safer. It will devitalize the 
tumor cells and greatly reduce the chances of implantation of 
these cells in the vaginal and abdominal operative sites. It will 
lessen the chances of their spread to distant organs. By re- 
ducing sepsis and stopping bleeding, the patient’s condition 
may be greatly improved. Occasionally, a previously inoperable 
lesion may become operable after irradiation. Postoperative 
roentgen therapy may be added if there are signs that the disease 
is spreading. Encouraging improvement in the survival rates has 
been noted in recent years. This improvement is attributed to 
the combination of therapies, as well as to earlier diagnoses 
and improved surgical and radiological techniques. 


Sex Steroids and Cancer. R. S. Finkler. J. Am. M. Women’s A. 
9:7-10 (Jan.) 1954. 


Finkler includes under the term “sex steroids” estrogens, 
androgens, progesterone, and the adrenal cortical hormones. 
In her experience over a period of 25 years, no case of uterine 
cancer developed that could possibly have had a relationship 
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to estrogen administration. However, she cites the case of one 
woman in whom a malignant tumor of the breast developed 
after large doses of estrogens had been given for 13 years. 
The woman had refused surgical treatment for a radioresistant 
pituitary adenoma, and the estrogens were given to relieve 
severe headaches and vertigo. Since a malignant tumor of the 
colon also developed in this patient, she presumably had a 
carcinogenic tendency and, therefore, represented the human 
counterpart of carcinogenic strains of animals, which likewise 
respond to estrogens with the formation of malignant tumors. 
In the author’s practice the following rules are adhered to with 
regard to the administration of estrogens. 1. Estrogens are 
contraindicated in women with a familial tendency to cancer 
of the breast or genitalia. 2. Estrogens are given in minimal 
doses to obtain symptomatic relief. 3. Duration of therapy is 
limited, and therapy is interrupted periodically. 4. Periodic 
examinations are made of the breasts and pelvic organs during 
hormone therapy. The etiological role of androgens and the 
therapeutic role of estrogens in cancer of the prostate is briefly 
mentioned. The discussion of the therapeutic application of the 
sex steroids in breast cancer in women and in men is followed 
by comments on the hormonal therapy of advanced cervical 
cancer. The relative merits of androgens and estrogens and of 
the adrenocortical hormones are evaluated, and the author con- 
cludes that hormonal therapy is valuable as a palliative measure 
in selected cases. Bilateral adrenalectomy constitutes a new 
therapeutic approach to the problem of advanced cancer of 
the breast and prostate. 


Indications for Cesarean Section. R. A. Douglass, Jr. J. Ten- 
nessee M. A. 47:11-17 (Jan.) 1954. 


With better anesthesia, antibiotics, availability of blood, and 
operative techniques, the use of cesarean section has increased 
during recent years, but Douglass deplores the growing tend- 
ency to use cesarean section in the management of all, or 
nearly all, obstetric complications. In institutions where this is 
the policy, 10, 15, or even 20% cesarean section rates are the 
result. He feels that, while cesarean section is now relatively 
safe, both maternal and fetal mortality rates are increased in 
cesarean section as compared with vaginal delivery. While 
some clinics have reported as many as 1,000 cesarean sections 
without a maternal death, most clinics report maternal mor- 
tality rates of 0.5 to 1%. It should also be remembered that 
the mother who has undergone a cesarean section is in danger 
of rupture of the uterus during future pregnancies. Although 
this complication is becoming less frequent, it still can occur. 
Furthermore, elective subsequent cesarean sections show a 
higher fetal mortality rate than do uncomplicated vaginal 
deliveries. Presumably the fetus receives a stimulus to breathing 
during vaginal delivery that is not present during cesarean 
section. Another important consideration is the limitation of 
pregnancies imposed on women who have had their children 
by cesarean section. Few women have more than three cesarean 
sections. The author feels that, except for a previous uterine 
incision, cephalopelvic disproportion and inertia will be the 
most frequent indications for cesarean section. Profuse vaginal 
bleeding near term is usually caused either by placenta praevia 
or premature separation of the placenta, and in the latter case 
the baby should be delivered within 3 to 4 hours at the most; 
the condition of the cervix will indicate whether vaginal 
delivery or cesarean section is preferable. Occasionally abnor- 
mal fetal positions may indicate cesarean section. Acute toxemia 
is a contraindication to cesarean section, unless other obstetric 
emergencies arise and make it necessary. The toxemic patient, 
particularly the one with eclampsia, is in no condition for 
operation and may die. The toxemia should be controlled for 
48 to 72 hours before cesarean delivery is considered. Diabetes 
in the mother is not as such an indication for cesarean opera- 
tion, but delivery of the infant before term may become neces- 
sary, and often the only feasible method of doing this is by 
cesarean section. Heart disease, although regarded by some as 
an indication for cesarean delivery, is considered by Douglass 
a contraindication. He feels that a patient without decompensa- 
tion will tolerate labor much better than a cesarean operation 
Sterilization also is better done after a vaginal delivery, than 
together with cesarean section. 


J.A.M.A., April 17, 1954 


Recent Childbirth and Pulmonary Tuberculosis, D. T 
O'Driscoll. J. Irish M. A. 33:172-174 (Dec.) 1953. : 


The influences at work in the first year after childbirth ate 
such that they might cause renewed activity in quiescent pul- 
monary tuberculosis, more rapid progress of active disease, oy 
predispose to attack. These factors include the physical strain 
of recent childbirth and the puerperium, the worries of addeg 
responsibility in caring for a young child, and insufficiency of 
rest often associated with infant feeding. Investigations tha 
were carried out to ascertain a cause and effect relationship 
between childbirth and an attack or reactivation of pulmonary 
tuberculosis revealed that there is no association between the 
two, except for an unexplained significant association in the age 
group 35 to 39. A comparison of the severity of the disease jn 
patients discovered to have tuberculosis within a year of the 
birth of the last child and that of the female sanatorium popula. 
tion in general, showed no difference between the two groups. 
Thus pregnancy and recent childbirth do not seem to affect the 
severity of pulmonary tuberculosis. 


PEDIATRICS 


Mongolism and “Missed Mongolism” Following Maternal Ill. 
ness. E. E. Brown. Arch. Pediat. 70:389-394 (Dec.) 1953. 


Brown discusses maternal illnesses that occurred during early 
pregnancy and resulted in the birth of seven mongoloids and 
four “missed Mongols.” The term “missed Mongol” is used here 
to describe four children who resembled Mongols and who had 
congenital defects similar to those often present in mongolism, 
As in true mongoloids, three other characteristics were usually 
present in this group—premature birth, subnormal birth weight, 
and retarded mentality. In 10 of these 11 cases, the mother had 
some form of illness during the first three months of pregnancy. 
Maternal illnesses included toxemia and severe vomiting in 
seven, one of whom also had nephritis and another who had 
rheumatic pains. Two of the other four mothers had severe 
sinusitis, One with an associated bacterial asthma and another 
with rheumatic pains. One mother had influenza in the second 
month of pregnancy. The 11th case was one of Rh incompatibil- 
ity, but without maternal illness. The author feels that viral and 
bacterial diseases during the first three months of pregnancy 
may be a commoner cause of mongolism than has been recog- 
nized previously. Further studies of the health of mothers dur- 
ing the first trimester of pregnancy are needed to verify this 
suspected relationship. 


Tuberculous Meningitis in Infants and Children. A. Robinson 
and Y. H. Ro. A. M. A. Am. J. Dis. Child. 87:139-155 (Feb.) 
1954. 


Of 25 children between the ages of 4 months and 14 years 
with tuberculous meningitis treated at the National Jewish 
Hospital in Denver, Colo. between 1948 and 1952, 23 (92%) 
had unequivocally positive results from tests either with 1:1,000 
dilution of old tuberculin or purified protein derivative, and 
24 had positive results from chest x-ray examinations. The 
diagnosis of tuberculous meningitis in the absence of either a 
positive tuberculin test or a chest film suggestive of tuberculosis 
or both should be made most cautiously. Streptomycin was 
given intramuscularly in doses of 100 mg. per kilogram of body 
weight per day in two divided doses for two weeks. Then 50 
mg. per kilogram per day was given until about three months 
after the spinal fluid had become normal. Streptomycin was 
administered intrathecally daily for about 30 instillations or, 
preferably, until the spinal fluid began to improve. At that 
time the dose was given every other day until the spinal fluid 
became normal. The dosage of streptomycin intrathecally was 
arbitrarily set as follows: up to 18 months of age, 25 mg.; 18 
months to 15 years, 50 mg. Streptokinase and purified protein 
derivative were also given occasionally intrathecally in cases of 
block, but intracisternal or intraventricular instillation of 
streptomycin several times a week seemed to be the best 
method for the prevention of a block or for the destruction of 
one after it had occurred. Para-aminosalicylic acid in doses of 
0.2 gm. per kilogram per day, with a maximum dose of 12 gm. 
per day in three divided portions was given by mouth for two 
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ears after the discontinuance of streptomycin therapy; it was 
v ministered in a 20% solution as an elixir prepared with 
ojom bicarbonate, methyl salicylate, syrup of cinnamon, and 
water, which was well tolerated. Five of the most recent pa- 
tients were given in addition to the above treatment isoniazid in 
a dose of 10 mg. per kilogram of body weight per day for 10 
days and then 4 mg. per kilogram per day by mouth, Sup- 
portive care consisted of free use of blood transfusions and 
parenteral fluids with particular attention to electrolyte balance 
in the smaller patients. Fifteen of the 25 patients have been 
alive for at least six months, a survival rate of 60%. Only 
those patients who were admitted with a clear sensorium had a 
good prognosis. Of the 15 patients still alive, 4 show evidence 
of severe neurological damage; 3 other patients have minor 
neurological changes in muscle strength and reflexes of a uni- 
jateral nature. Many of the patients show some degree of 
mental retardation. The results obtained emphasize the fact 
that although tremendous strides have been made in the treat- 
ment of tuberculous meningitis, great advances still have to be 
made before it can be considered to be adequate. The most 
hopeful approach is that of prevention of tuberculous menin- 
gitis, particularly with the use of BCG. Emphasis is placed on 
the necessity for teamwork in many specialties for the care and 
follow-up of the patients with tuberculous meningitis. 


DERMATOLOGY 


Light Sensitive Eruptions Treated with Atabrine and Chloro- 
quine. J. M. Knox, J. H. Lamb, B. Shelmire and R. J. Morgan. 
J, Invest. Dermat. 1:11-16 (Jan.) 1954. 


A Red Cross worker reported that while in India she had 
taken quinacrine (Atabrine) for its antimalarial action. During 
the period that her skin was yellowed by quinacrine pigmenta- 
tion, she had noticed a decrease in the severity of a long-standing 
light-sensitive eruption, prurigo aestivale. The annoying disease 
was beginning to reappear after her return, and she preferred a 
return of the yellow discoloration to the eruption. The authors 
found her response to quinacrine so striking that later a man 28 
years of age with a plaque-like, light-sensitive eruption of the 
face was given a similar therapeutic trial with the same success. 
The improvement noted in these two cases, plus the appearance 
of reports by Page and others on quinacrine in discoid lupus 
erythematosus, encouraged a clinical evaluation of this drug for 
the treatment of light-sensitive eruptions. In a table, the authors 
present data on 18 patients with various types of solar derma- 
titis, who were treated by different investigators with either quina- 
crine or chloroquine. The dosages varied, but improvement was 
noted in all 18 persons with light-sensitive eruptions. Chloro- 
quine diphosphate has a somewhat similar chemical structure to 
quinacrine, although it has one less benzene ring. Even though 
this chemical does not produce fluorescence as quinacrine does, 
it appears to be equally beneficial in both lupus erythematosus 
and solar dermatitis. The amount of these agents necessary to 
prevent actinic dermatitis probably varies in each case. It is 
hoped that small amounts or even traces may be all that are 
necessary in these eruptions. As yet nothing seems to explain all 
of the factors in the beneficial effect of these drugs on patients 
with actinic dermatitis. 


Treatment of Pustular Acne with Triple Sulfonamides. H. G. 
Hurst. Canad. M. A. J. 70:38-41 (Jan.) 1954. 


According to Hurst, the significance of bacterial infection in 
acne remains a controversial issue, yet evidence indicates that 
it has an essential role in producing the acne pustule. Persons in 
whom cystic acne develops probably have a low resistance to 
staphylococci, and it is in these patients that trial administration 
of chemotherapeutic or antibiotic agents frequently results in 
improvement not obtained by other measures. During the period 
1950 to 1953, a total of 129 consecutive cases of various clinical 
types of acne were reviewed. Of this number, 107 were under 
continued observation for a sufficient length of time to permit 
adequate conclusions to be drawn. All these patients had had 
their eruption six months or longer. In 50 a triple sulfonamide, 
either Trulfazine or Sulfose, was used as the anti-infectious 
agent. This group consisted predominantly of persons showing 
pustular cystic or nodular lesions. The sulfonamides were not 
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used alone and dietary restrictions, topical applications, and 
irradiation were used as well. Foci of infection were found in- 
frequently. Many patients in this group had had previous treat- 
ment. The sulfonamide dosage varied from 0.5 gm. twice a day 
to 1 gm. four times a day. In the 50 patients who served as con- 
trols, treatment was essentially the same, except that no sulfon- 
amides were given. Almost all of the control patients had mild 
or moderate comedopapular acne, and few had been treated 
previously. Of the group given sulfonamides, 52% obtained 
excellent results, 40% were moderately improved, and 8% 
showed few changes. A small number showed a tendency to a 
recurrence of their eruption if the maintenance dose of sulfon- 
amides was discontinued too quickly. In the control group of 
patients with milder, superficial acne results were excellent in 
20%, good or moderately improved in 60%, and unimproved 
or little change in 20%. Seven patients not included in the above 
groups showed toxic manifestations after taking only small 
amounts of sulfonamides. Complete cure is difficult to obtain in 
acne. 


UROLOGY 


Technical Notes on Experimental Transplantation of Kidney. A. 
Valentino, I. Florio and L. Peruzzo. Arch. ital. urol. 26:301-315 
(No. 4) 1953. (In Italian.) 


The authors describe autotransplantation of kidneys in dogs. 
In some of them, the kidney was placed in the left side of the 
neck and the renal artery was anastomosed to the carotid artery 
and the renal vein to the external jugular vein. In others, the 
kidney was placed in the inguinocrural area, and the renal ves- 
sels were anastomosed to the femoral vessels. To collect the 
urine more easily, the ureter was drawn out to the skin surface 
as a ureterostomy. The first phase of the intervention consisted 
in the preparation of the future kidney bed and isolation of the 
host vessels, the second in a pararectal laparotomy after which 
the kidney was removed by the transperitoneal approach. The 
removed kidney was washed by injecting isotonic sodium chlo- 
ride solution, penicillin, and heparin into the renal artery at low 
pressure, and it was then placed in a container with the three 
compounds at a temperature of 4 C for the time necessary to 
prepare the anastomosis. To be successful the transplantation 
should be made as soon after the removal of the kidney as pos- 
sible. To prevent degenerative parenchymal processes or, if these 
are already present, to prevent them from becoming irreversible, 
the authors believe that not more than 45 to 60 minutes should 
elapse between the time in which the kidney is removed and 
that in which circulation through it is restored. The formation of 
clots in the vascular network of the kidney was prevented by 
administering heparin to the dogs. To avoid hemorrhages, the 
authors began to administer the anticoagulant on the second and 
third postoperative day but never before or during the inter- 
vention. The anoxia and the vascular thromboses that are second- 
ary to a transitory interruption of the renal function were pre- 
vented by inserting two polyethylene tubes into the renal artery 
and the renal vein. These enabled the blood to circulate through 
the kidney with almost no interruption while the anastomoses 
were being performed according to Blalock’s technique. The 
functional inactivity of the kidney thus lasted for one to two 
minutes and the vitality of the organ was never in danger. The 
autotransplantation was successful in most of the dogs. The 
authors used the same procedure for bilateral kidney autotrans- 
plantation in two dogs and for a homotransplantation in another. 
The latter failed; the kidney functioned, but not too well, only 
two days. 


Anatomic and Functional Studies of Experimental Transplanted 
Kidney. A. Valentino, I. Florio and L. Peruzzo. Arch. ital. urol. 
26:433-444 (No. 5) 1953. (In Italian.) 


Results of anatomic, histological, radiological, chromoscopic, 
and laboratory studies of autotransplanted kidneys in dogs are 
reported. The parenchyma was always altered; the glomerulus 
was the first to be impaired and later hyaline degeneration ap- 
peared; degenerative phenomena were present in the cortical and 
medullar zones of the tubuli; the walls of the vessels had become 
thick with pronounced alterations in the intima; proliferation of 
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the connective elements was moderate varying from zone to 
zone; and the intertubular tissue was increased. Tests made 20 
days after the transplantation revealed a marked decrease of the 
glomerular filtration rate, an insufficient tubular reabsorption 
rate, and an impaired renal plasma flow. After 70 days the 
tubular reabsorption rate was within normal values, the plasma 
flow was improved, but the rate of the glomerular filtration had 
increased only slightly. This may explain the persistent de- 
creased diuresis that never improved markedly. There was at 
first retention of the chlorides in the blood (probably because of 
insufficient glomerular filtration), but later chloridemia became 
normal and chloruria was increased. The endogenous creatinine 
in the blood was at first increased, probably because of cytolysis, 
but later reached normal values. The authors conclude that in the 
transplanted kidney there was always some functional impair- 
ment, especially of the glomerular area. They attribute this to 
the changed condition of the blood flow that in the femoral 
artery is always less than in the aorta. The fact that the trans- 
planted kidney’s circulation is no longer governed in the glo- 
meruli by the action of the nervous structure must also be taken 
into consideration. Comparing their results with those of authors 
who reported normal histological findings in transplanted kid- 
neys, the authors state that the difference may lie in the fact that 
they drew the ureter out to the skin surface instead of anasto- 
mosing it to the bladder. Although their method facilitated the 
functional study of the kidney, it also facilitated infections and 
therefore pyelorenal alterations. 


Treatment of Genito-Urinary Tuberculosis. J. G. Gow. Brit. J. 
Urol. 25:316-325 (Dec.) 1953. 


During the last four years, when 250 patients were treated at 
the hospital with which Gow is connected, the treatment was 
frequently changed, because of the rapid progress in antibiotic 
therapy, the development of resistant strains, and the toxic mani- 
festations of certain drugs. In an earlier report particular atten- 
tion was given to the use of a modified form of p-aminosalicylic 
acid, that is, the calcium salt of N benzoyl p-aminosalicylic acid. 
This drug is almost nontoxic and produces little gastric upset. 
In fact in only 2 cases of the last 100 was it necessary to stop 
using the drug for this reason, and both these patients tolerated 
ordinary p-aminosalicylic acid. It is tasteless, need not be given 
so often, gives a constant though low plasma level, and, most 
important, gives a high level of p-aminosalicylic acid in the 
urine. It appears to be hydrolyzed in the kidney, liberating free 
p-aminosalicylic acid, which is the reason for high urinary 
p-aminosalicylic acid content. It is because of this high level 
of p-aminosalicylic acid in the urine that it has a special place in 
genitourinary tuberculosis. Unfortunately it does not seem to be 
tolerated so well by children. The author also comments on the 
use of streptomycin, isoniazid, and ethizone (Tb. 3). In the light 
of trials carried out under the supervision of the Medical Re- 
search Council of Britain the following scheme of drug therapy 
is to be employed in genitourinary tuberculosis for at least two 
years. Streptomycin is to be given in a daily dose of 2 gm. com- 
bined with isoniazid (250 mg. daily). After this combination has 
been given for two weeks, the patients are to receive daily 150 
mg. of ethizone in divided doses, as well as three times daily 7 
gm. of the calcium salt of N benzoyl p-aminosalicylic acid. This 
combination likewise is to be continued for two weeks, and the 
two combinations are then alternated for at least six months. It 
was hoped that this intermittent treatment would reduce toxicity 
and the emergence of resistant strains, also sufficiently large 
doses could be given to obtain maximum effects. The efficacy of 
this therapeutic regimen was estimated on the basis of steriliza- 
tion of the urine. Urines are examined every two months during 
the period of treatment, and the use of all drugs is stopped for 
four days before specimens are collected. The final specimen is 
not collected for at least a week after the full course of treat- 
ment is finished. In those patients in whom the six month course 
of treatment did not seem quite enough, a modified treatment 
with three of the drugs (ethizone was excluded) was continued. 
Sanatorium care, administration of antibiotics, and surgical treat- 
ment should be combined in the therapy of genitourinary tuber- 
culosis. Surgical treatment should be carried out only under 
sanatorium conditions. Combined therapy is essential when using 
antibiotics. 
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OPHTHALMOLOGY 


Ocular Palsies Following Retrobulbar Injection of Acetylcholine 
for Retinal Arterial Occlusion. I. W. Payne and H. Reed. Brit 
J. Ophth. 38:46-48 (Jan.) 1954. 


Payne and Reed reviewed the records of 73 patients with 
retinal arterial occlusion, 22 of whom were treated by Injection 
of acetylcholine. This substance is the naturally Occurring 
humoral transmitter at autonomic ganglions, parasympathetic 
nerve endings, and voluntary neuromuscular junctions. It dilates 
arteries and arterioles, and it is used in cases of arterial op. 
clusion. It also produces contraction of voluntary muscles py 
virtue of its physiological action on the motor end-plates of the 
nerves to these muscles. The extraocular muscles are unusually 
sensitive to its action. Five cases are described in which ocular 
palsies followed the retrobulbar injection of acetylcholine. In 
each case the extraocular muscles were affected, and in three q 
pupillary palsy and anesthesia of the cornea were also produced. 
The extraocular palsies show a tendency to slow recovery, but 
there has been no improvement in the corneal sensation or pupil- 
lary reflexes. Improvement in vision occurred in only one of the 
73 cases. Unfortunately, the majority of these patients were not 
seen until the occlusion had been present for several days. The 
reason for this delay in seeking treatment is partly due to the 
fact that many of these patients had experienced recurrent at. 
tacks of transient loss of vision due to retinal artery spasm with 
complete recovery of vision. When the final occlusion occurred, 
they awaited the accustomed return of sight for hours or days. 
so that by the time advice was sought the spasm had become an 
organic occlusion. All that treatment can be expected to do js 
to relieve spasm, so that it is only in those few patients who are 
seen very early that visual improvement is possible. 


Observations on the Etiology of Retrolental Fibroplasia. H. H. 
Gordon, L. Lubchenco and I. Hix. Bull. Johns Hopkins Hosp. 
94:34-44 (Jan.) 1954. 


Gordon and associates review the history of retrolental 
fibroplasia and discuss experiences with this disease at the 
Colorado General Hospital in Denver. The incidence of resid- 
ual lesions of retrolental fibroplasia in 211 prematurely born 
infants weighing less than 1.5 kg. at birth was analyzed in 
relation to oxygen administration. A special program for the 
care of premature infants was started in May, 1947, but small 
infants born elsewhere were not admitted to the Premature 
Center until February, 1948. During the next two years the 
authors saw only scattered patients with residuals of retrolental 
fibroplasia. In 1950, however, there was a sharp rise in in- 
cidence, and, at one time during the summer of 1950, 7 of 11 
infants then in the nursery had severe residual lesions. After 
considering and ruling out other possible factors, the use of 
oxygen was studied. Oxygen had been used extensively, particu- 
larly after the nurseries were transferred in April, 1950, to new 
quarters in which the piping in of oxygen from a central supply 
had made it as easily available as water from a faucet. The 
reasons why oxygen is given to premature infants are discussed. 
Since optimal environmental concentrations or duration of oxy- 
gen therapy are unknown, the use in Denver as well as in most 
nurseries had been for the most part unscrutinized. The authors 
found that the flow of oxygen probably resulted in concentra- 
tions well over 50 to 60% in the incubators. The nursing and 
medical staffs were shown that infants could be raised with 
initial concentrations of oxygen of 30 to 40%. The infants 
could be weaned more quickly to room air, so that the duration 
of oxygen therapy was also decreased. Furthermore, there was 
virtually no retrolental fibroplasia in the nursery during the 
first months after the change. The results of a two year period 
of restriction of oxygen are now available for comparison with 
the previous periods. Restriction of oxygen led to a marked 
drop in incidence in both residual lesions and membranes 4s 
compared with a previous period of unscrutinized high oxygen 
therapy. Survival rates were not adversely affected by restric- 
tion of oxygen. Factors other than high oxygen that may con- 
tribute to the occurrence of the disease are discussed. 
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QTORHINOLARYNGOLOGY 


toxicity of Mixture of Streptomycin and Dihydrostrepto- 
mycin: Preliminary Report. E. G. S. Lumsden and R. J. Powell. 
Tubercle 34:324-330 (Dec.) 1953. 


Lumsden and Powell point out that the vestibular division of 
the eighth nerve is chiefly influenced by streptomycin, whereas 
dihydrostreptomycin affects the auditory division. Auditory im- 
pairment occurs later in the course of treatment than vestibular 
disturbance does and may progress after treatment has ceased; 
occasionally deafness appears for the first time after cessation 
of treatment, probably due to extension of high tone loss into 
the speech range. Regression of auditory damage from dihydro- 
streptomycin is rarely complete, and it has been recommended 
that dihydrostreptomycin should be discarded. The trial re- 
ported was designed to investigate whether a mixture of strepto- 
mycin and dihydrostreptomycin sulfates had any advantage over 
streptomycin alone. Of two groups of 20 patients, each group 
was given 1 gm. of streptomycin sulfate daily and the other 
group was given 1 gm. of a mixture of sulfates of streptomycin 
and dihydrostreptomycin in equal proportions daily. All patients 
were given daily 12 gm. of p-aminosalicylic acid, and treatment 
was continued for 12 weeks. Vestibular disturbance was noted 
in 12 receiving streptomycin but in only 5 patients receiving the 
mixture, in whom the symptoms were much less severe. Auditory 
loss occurred in none of the first group but to a slight degree in 
three of the second group. Improvement to almost normal re- 
sulted even in the one of the three in whom the auditory loss had 
been severest. The authors feel that streptomycin in a dose of 
| gm. daily is likely to cause disabling vestibular symptoms only 
in older patients, and for these patients the mixture is preferable. 
It should be particularly suitable for patients over the age of 40 
owing to the considerably reduced risk of vestibular disturbance. 
When severe giddiness and ataxia occur in younger persons, or 
at any age, substitution of the streptomycin-dihydrostreptomycin 
mixture may enable antibiotic therapy to be continued without 
further aggravation of symptoms. 


Oto 


THERAPEUTICS 


Failure of Ejaculation Produced by Dibenzyline: Preliminary 
Report. M. Green and S. Berman. Connecticut M. J. 18:30-33 
(Jan.) 1954. 

Dibenzyline (N-phenoxyisopropyl-N-benzyl-8-chloroethyl- 
amine hydrochloride), a potent adrenolytic agent in some cases 
of hypertension and various peripheral vascular diseases, was 
investigated by Green and associates for its value in the adjunc- 
tive treatment of some psychiatric syndromes. It seemed that 
the chemical blockade of adrenergic effects would minimize 
some of the distressing components of anxiety that play a sig- 
nificant part in psychiatric conditions. Early in this study, when 
only seven patients had been given Dibenzyline, four reported 
failure of seminal emission in sexual intercourse. The authors 
feel that a significant clue to the mode of action of Dibenzyline 
in producing failure of ejaculation is the fact that the same 
phenomenon is occasionally observed after bilateral thora- 
columbar sympathectomy. In ejaculation the musculature of the 
epididymes, vasa deferentia, seminal vesicles, ejaculatory ducts, 
prostate, perineum, and penis all must act in coordination. The 
peristalsis of the vasa deferentia, seminal vesicles, and ejacula- 
tory ducts that discharges semen into the urethra, as well as the 
contraction of the internal vesical sphincter that prevents reflux 
of the semen into the bladder, are induced by efferent impulses 
from the hypogastric plexuses that derive from the thoraco- 
lumbar (sympathetic) outflow. Dibenzyline causes failure of 
ejaculation by blocking these adrenergic impulses at the neuro- 
effector junction. Such semen as may reach the urethra might 
easily reflux through the relaxed internal sphincter of the blad- 
der, later manifesting itself in the “pure white urine” reported 
by one of the four patients described here. Subsequent to the 
preparation of this manuscript a report appeared in which in- 
vestigators noted a “decrease in amount of seminal fluid” in 26 
of 82 patients with vasospastic or occlusive vascular diseases 
who received Dibenzyline. 
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Intravenous Terramycin in Treatment of Early Syphilis and 
Granuloma Inguinale. E. M. C. Duniop and R. C. V. Robinson. 
Am. J. Syph. 38:24-29 (Jan.) 1954. 


According to Dunlop and Robinson there have been a num- 
ber of reports dealing with the oral administration of oxytetra- 
cycline (Terramycin) in venereal diseases. They discuss the 
results obtained with the intravenous administration of oxytetra- 
cycline in four patients with dark-field positive, early (two with 
primary and two with secondary) syphilis and in four patients 
with granuloma inguinale. Each patient was given 0.5 gm. of 
oxytetracycline daily for 10 days. The drug was dissolved in 
250 cc. of sterile distilled water and administered by gravity 
during a 10 to 15 minute period, while the patient was lying in 
a supine position. One patient complained of nausea during each 
treatment and had a nitritoid reaction during the first treat- 
ment; four other patients complained of diarrhea at some time 
during therapy, and one of these had nausea after the first in- 
jection. Treponemas were recovered from syphilitic lesions 20 
hours after initial therapy in one patient, 24 hours in two others, 
and 48, probably even 72, hours in the fourth patient who sub- 
sequently relapsed. Further intravenous administration of oxy- 
tetracycline in the treatment of syphilis does not appear justified, 
in view of the difficulty of administration and the proved efficacy 
of other modes of treatment. Of the four patients with granu- 
loma inguinale who were treated with intravenously adminis- 
tered oxytetracycline, two relapsed in 72 and 122 days, re- 
spectively. In the dosage used, the intravenous injection of 
oxytetracycline does not seem to be as effective as other proved 
modes of treatment, including the oral administration of this 
drug. 


Cortisone and Corticotropin in Leukemia: Intradermal Adminis- 
tration of Corticotropin. E. Bottone and M. Biscioni. Arch. ital. 
pediat. e puericolt. 16:181-226 (No. 3) 1953. (In Italian.) 


Five children, 2 to 7 years of age, with acute leukemia were 
treated with cortisone and corticotropin. Two received 50 mg. 
of cortisone daily for 10 and 25 days, respectively, and the other 
three one or more courses of corticotropin by intradermal in- 
jections of 3 mg. into the forearm. If resistance to corticotropin 
developed, cortisone was given intramuscularly in doses of 25 
to 50 mg. All the children received also penicillin, streptomycin, 
and blood transfusions. Although there were only transitory im- 
provements, the patients’ general condition was benefited, their 
appetite was increased, and their strength restored. Some were 
able to leave bed for entire days. Untoward effects, such as 
edema, convulsions, hemorrhage, and skin and mucous mem- 
brane manifestations, did not occur, as a rule, during the treat- 
ment. The high temperature, however, was never influenced by 
the treatment, suggesting that there probably is in the organism 
of leukemic patients some particular condition that suppresses 
the known antipyretic action of these hormones. The therapy 
had a quick and constant effect on the spleen and the peripheral 
lymph nodes, even in children in whom there were no significant 
changes in the bone marrow. There was a complete, although 
transitory, remission of clinical and hematological symptoms in 
one child; a partial remission in three children in whom the 
leukemic elements of the bone marrow and the peripheral circu- 
lation decreased, and granulopoiesis had a tendency to return 
to normal; and the condition remained unchanged in one pa- 
tient. The average survival time of these children was six months 
from the time of the onset of symptoms. 


Suppression of Tuberculous Lung Cavities with Isoniazid Ther- 
apy. A. Conti and G. Brambilla. Clinica, Bologna. 14:359-367 
(No. 5) 1953. (In Italian.) 


The authors, following a previous paper on the good results 
obtained with isoniazid in 45 tuberculous patients, cite six other 
patients in whom tuberculous lung cavities disappeared as a 
result of isoniazid therapy. Prolonged administration of strepto- 
mycin, p-aminosalicylic acid, and thiosemicarbazone had had no 
beneficial effects in five of these patients some of whom were 
beyond the stage of collapse therapy. The lesions were of recent 
onset in one patient who was given izoniazid alone. The general 
condition of the patients improved after isoniazid therapy was 
instituted, and within two months the roentgenograms revealed 
that the cavities that were seen before the treatment were no 
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longer present. Four to eight months later the patients’ condition 
was still improved and the roentgenograms revealed no signs of 
relapse. The suppression of tuberculous lung cavities with anti- 
biotics and chemotherapeutic agents alone has been so far very 
rare. These results are, therefore, very encouraging. However, 
it is suggested that tuberculous patients who are being treated 
medically be observed closely so that collapse therapy and sur- 
gery may be instituted at once when needed. 


Agranulocytosis Cured with Corticotropin. D. Gigante and N. 
Monti. Clin. terap. 5:459-468 (Nov.) 1953. (In Italian.) 


Allergic hyperplastic agranulocytosis was diagnosed in a 58- 
year-old man. The authors could not determine whether the 
disease was caused by the “amidopirina” or the sulfonamide that 
the patient had taken at the onset of fever, tracheal catarrh, and 
anginal pains. They did not think it advisable to test for sensi- 
tivity by administration of small trial doses of either drug. In 
addition to the clinical signs, a complete maturation arrest of 
the granulocytic series at the myelocyte-promyelocyte levels and 
almost total lack of neutrophil granulocytes in the peripheral 
circulation were revealed by blood and bone marrow studies. 
The two unfavorable prognostic signs of this condition, almost 
complete absence of the eosinophils from the blood and intense 
monocytosis, were both present. When the patient was not bene- 
fited by oxytetracycline (Terramycin) and three transfusions of 
150 cc. of blood, 50 mg. of corticotropin was given daily in 
divided doses for seven days. The blood picture changed soon 
after this therapy was instituted. The circulating white blood 
cells increased to above the normal values, and the neutrophil 
granulocytes reappeared and reached the normal values by the 
third day. The myelogram was almost normal. Concurrently 
with the disappearance of the agranulocytosis, the hemoglobin 
and the erythrocytes returned to normal and the patient’s gen- 
eral condition improved. The improvement was evidenced by a 
marked weight increase. The blood protein picture returned to 
normal more slowly. The patient was discharged clinically 
cured. Two successive follow-ups one month apart indicated that 
his blood was normal and that he was in excellent health. 


Fatal Thrombocytopenic Purpura Following Phenylbutazone 
(Butazolidin) Therapy. L. Feldman, F. Cohnen and H. Hirsch. 
Illinois M. J. 105:83-84 (Feb.) 1954. 


Feldman and associates present the case of a woman aged 
61, who bled from the mouth and had dark stools and purpuric 
spots on the legs and trunk for seven days. A few years before 
she began having pains in various joints, and one year before 
she had an operation on her left hip. Five months before an 
orthopedic surgeon had prescribed phenylbutazone (Buta- 
zolidin). He had told her that frequent blood tests would be 
essential while she was taking the drug, but she had only one 
blood test made about three months prior to her present com- 
plaints. Inquiry from her druggist revealed that, in several re- 
fills between Nov. 24, and Feb. 26, she probably had obtained 
140 tablets of phenylbutazone (200 mg. each). When she was 
seen by the authors, blood-tinged saliva was escaping from her 
mouth. Examination revealed a cherry-sized clot on the hard 
palate and the buccal mucosa of each cheek. There was some 
bleeding from the gums. Numerous petechiae and ecchymotic 
spots were noted all over the body. The erythrocyte count was 
3,180,000, the hemoglobin 9.6 gm. (61.5%), the leukocyte 
count 3,000, the hematocrit 28, and the platelets were greatly 
reduced. The differential count was segmented granulocytes 
47, lymphocytes 45, and monocytes 7. The clotting time was 
18.5 minutes, and the bleeding time was more than 10 minutes, 
The urine contained many red blood cells. The stool was 
strongly positive to benzidine. The patient was hospitalized 
immediately, and blood transfusion was started and cortico- 
tropin (ACTH) was given. During the night a severe headache 
developed and dark, blood-stained material was vomited. Two 
hours later she was in stupor, and the Babinski response was 
elicited bilaterally. Coma deepened, and the patient died the 
following morning. The authors feel that the drug was respon- 
sible for the fatal thrombocytopenia. Many toxic effects of 
phenylbutazone have been described, but most of them were 
not very serious, such as edema, nausea, anemia, reactivation 
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of latent peptic ulcer, vertigo, and skin eruptions. Cases of 
agranulocytosis yielding to treatment have also been reported 
but the authors believe that the case here reported is the firs, 
of fatal thrombocytopenia resulting from the use of this drug. 


Anorectal Complications Following Aureomycin, Terramyein 
and Chloromycetin Therapy. S. D. Manheim and R. M. Alexan. 
der. New York J. Med. 54:231-233 (Jan. 15) 1954. 


This review is based on data obtained from 300 patients, in 
whom anorectal complications developed after treatment With 
chlortetracycline (Aureomycin), oxytetracycline (Terramycin) 
and chloramphenicol (Chloromycetin). Two-thirds of these pa- 
tients had received the drugs for colds, sore throats, virus jn. 
fections, and flu. Inasmuch as the antibiotics are not Specific 
for these disorders, the therapy was of questionable value. In 
the remaining 100 cases the use of the antibiotics was Probably 
justified. Males out-numbered females in a ratio of two to one. 
Patients in the fourth, fifth and sixth decades of life showed 
the greatest morbidity. The reason for this may be that persons 
of these age groups are more subject to the anorectal disorders. 
Pediatricians corroborated that very few children show ano. 
rectal complications after treatment with antibiotics. Pruritys 
was the commonest complication occurring in 207 of the 300 
patients; multiple fissures occurred in 51, ulcerative proctitis in 
14, abscess and fistula formation requiring surgical therapy in 
8, and ulcer necessitating surgical treatment in 6, ulcerative 
colitis in 5, and in others inactive anal lesions became exacer- 
bated. The commonest group of symptoms included perianal 
itching, burning, bleeding, a feeling of continuous moisture, 
and fecal staining of the underclothing, despite meticulous 
cleansing. This syndrome usually arises one to two weeks after 
ingestion of the drug and in about 40% of cases follows a short 
period of diarrhea. The symptoms are accentuated during the 
day and after defecation; there is rarely any discomfort at 
night. Proctologic examination usually reveals a perianal ery- 
thema, multiple excoriations, and superficial fissures. In the pa- 
tients with pruritus, prompt relief was frequently obtained by 
applications of fungicidal powders and the oral ingestion of 
buttermilk, yoghurt, or acidophilus milk. Local applications of 
solutions causing mild desquamation of the superficial layers of 
the skin were of benefit. The responses to questionnaires in- 
dicated that in over two-thirds of the patients recurrences de- 
veloped after apparent cure, without further ingestion of the 
drugs. Many patients subsequently were cured, but, at the time 
of this report, about half still had recurrences. The authors 
stress that greater discrimination should be used in prescribing 
chlortetracyline, oxytetracycline, and chloramphenicol. 


Bactericidal Activity of Streptomycin and Isoniazid Against 
Tubercle Bacilli. B. Singh and D. A. Mitchison. Brit. M. J. 
1:130-131 (Jan. 16) 1954. 


The action of streptomycin and isoniazid, both alone and in 
combination, on Tween-albumin cultures of Mycobacterium 
tuberculosis was studied. An attempt was made to use concen- 
trations of these drugs comparable to those found in treated 
patients. The streptomycin concentration of 20 units per cubic 
centimeter and the isoniazid concentration of 2 mcg. per cubic 
centimeter that were used are both about equal to maximum 
serum levels; and the two lower concentrations of 2 units of 
streptomycin per cubic centimeter and of 0.2 mcg. of isoniazid 
per cubic centimeter, also used, are both four to eight times 
the maximal concentration that inhibits the growth of sensitive 
tubercle bacilli. Thus the concentrations used by the authors can 
be regarded as equivalent for both drugs and are about equal 
to maximal and minimal therapeutic serum levels. Results 
showed that at concentrations four to eight times those neces- 
sary to inhibit growth of tubercle bacilli the bactericidal activi- 
ties of streptomycin and isoniazid were the same. At concen- 
trations 10 times higher, corresponding to maximal serum 
levels, the activity of streptomycin was greater than that of 
isoniazid. The activity of the combination of both drugs was 
higher than that of either alone and prevented the growth of 
resistant strains of tubercle bacilli. 
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pATHOLOGY 


Concerning Cerebral Arteriosclerosis. M. Fisher. J. Am. Geri. 
Soc. 2:1-18 (Jan.) 1954. 


Starting with the premise that there is a widespread tendency 
to attribute many clinical symptoms of the elderly patient to 
“cerebral arteriosclerosis,” the brains removed at necropsy and 
all the available clinical data from 1,500 patients who died at 
two large hospitals in Montreal, Canada, were studied by the 
author. The only type of arteriopathies, more accurately known 
as atherosclerosis, of major importance in the production of 
cerebral symptoms is described in regard to (1) its pathological 
aspects and (2) the way symptoms and lesions are produced. 
Atherosclerosis is primarily a focal disease and certain sites 
such as the bifurcations, branchings and curves of the larger 
vessels at the base of the brain, the carotid sinus at the origin 
of the internal carotid artery, the middle cerebral artery at its 
origin and at its first bifurcation, the vertebral arteries as they 
enter the craniospinal space at the atlas vertebra, the lower 
extremity and the region of bifurcation of the basilar artery, 
and certain portions of the posterior and anterior cerebral 
artery show a predilection to development of. plaques. These 
sites must be kept in mind when considering the effects of 
atherosclerosis. Hypertension leads to deposits in the smaller 
penetrating and surface vessels and, in addition, tends to pro- 
duce a more uniform layer in the larger arteries. Cerebral 
atherosclerosis, in general, parallels the process elsewhere in 
the body. The different colors of the plaques are indicators of 
the malignancy of the process. Atherosclerosis by itself does not 
cause symptoms unless hypotensive vascular collapse occurs. 
Moreover, total occlusion of various cerebral vessels was ob- 
served without having caused lesions and in the absence of 
symptoms. In most of the cases symptoms are elicited only 
when thrombosis is superimposed and the blood supply to the 
corresponding cerebral tissue compromised. Strokes are the 
chief counterpart of cerebral atherosclerosis. Cerebral vaso- 
spastic attacks can be linked to atherothrombosis in most cases 
but the mechanism by which they are prevented by anti- 
coagulant therapy is still obscure. Except for bilateral carotid 
occlusion, atherosclerotic narrowing of vessels is not regarded 
as a cause of senile dementia, and “cerebral arteriosclerosis” 
elicits mental deterioration only in so far as it has caused 
strokes, perhaps net recognized because of lack of paralysis or 
sensory change. The cause of idiopathic senile dementia must 
be sought in other spheres than anoxia or ischemia. Athero- 
sclerosis, in order to cause epilepsy, must lead to a cerebral 
softening, presumably via thrombosis. Dizziness as an isolated 
complaint should not be attributed to “cerebral arteriosclerosis,” 
except as it connotes impending atherothrombosis within the 
vertebral-basilar system. Atherosclerosis without thrombosis 
will not produce arteriosclerotic parkinsonism; it is likely that 
the rigidity of elderly patients and of the senile demented is 
not all related to vascular disease. Sleeplessness, slowing-up, 
depression, or sensitivity of elderly patients to drugs have no 
relation to atherosclerosis. It is to be emphasized that the 
pathological process of cerebral arteriosclerosis must be visual- 
ized in terms of a localized cerebral lesion or lesions and not 
of a vaguely defined scattering of atherosclerotic plaques. 


Cor Pulmonale in Coal-Worker’s Pneumoconiosis. A. L. Wells. 
Brit. Heart J. 16:74-78 (Jan.) 1954. 


Of 388 coal workers from the Rhonda and neighboring valleys 
of the South Wales coal field who died and on whom necropsies 
were performed, 181 had simple pneumonoconiosis, 136 mas- 
sive pneumonoconiosis, and 71 tuberculosis. Twenty-eight of 
the 181 coal workers with simple pneumonoconiosis died of 
right cardiac failure; in only 4 of the 28, cor pulmonale was 
caused by simple pneumonoconiosis alone; the remaining 24 
had other pulmonary lesions in addition to simple pneu- 
monoconiosis. Thus simple pneumonoconiosis rarely gave rise 
to right heart failure by itself, although the two were frequently 
associated in the presence of other pulmonary disease. In these 
mixed cases it is doubtful whether the simple pneumonoconiosis 
played a significant part in causing death. Of the 136 coal 
workers with massive pneumonoconiosis, 57 (42%) died of cor 
pulmonale without another cardiac disease. An additional group 
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of 37 (27%) died of heart failure, partly caused by other lesions 
such as resulting from severe coronary arterial disease, cardiac 
valvular disease, and systemic hypertension, but the pneu- 
monoconiosis probably contributed materially to the cause of 
death. The assessment of the 71 cases with tuberculosis was 
complicated by the coexistence of fatal tuberculous lesions with 
heart failure, but 12 (17%) of this group were considered to 
have died of cor pulmonale heart failure. 


RADIOLOGY 


Circulatory Studies with Radioactive Isotopes. G. Nylin. Acta 
med. scandinav. 147:275-298 (No. 4) 1953. (In English.) 


Red blood corpuscles and plasma were labeled with radio- 
active isotopes, such as radioactive phosphorus (P*2), potassium 
(K42) and thorium B. A sample of blood was taken from a 
brachial vein and introduced into a glass bottle containing 
radioactive sodium phosphate together with heparin to prevent 
coagulation. After shaking the bottle for two hours in a water 
bath at 37 C, the blood corpuscles and the plasma became 
about equally labeled by the radioactive phosphate. A small 
part of this labeled blood was centrifuged, and the blood cor- 
puscles and the plasma were tested separately with a Geiger- 
Miiller counter for beta rays, activity being expressed in im- 
pulses per minute and in grams. The rest of the blood sample 
was then injected intravenously into the patient. The loss of 
activity from the red blood cells one hour after intravenous 
injection of whole labeled blood was only 2 to 3%, which 
is within the margin of error. After intravenous injection of 
labeled red blood cells alone, the loss was about 8% in one 
hour, but it is possible that some of this loss may be ascribed 
to the hemolysis of some red blood cells by the washing process. 
The mixing of the injected labeled cells and the circulating blood 
was Studied in a healthy person with a heart of normal size and 
in a patient with an extremely dilated heart due to mitral 
stenosis and aortic incompetence. In the latter case the number 
of red corpuscles rose to almost double the normal, probably 
from residual blood in the enlarged heart itself. The method 
of labeling blood corpuscles was used also to investigate whether 
the human spleen stores a considerable amount of blood that is 
discharged through muscular exercise or the injection of 
epinephrine. Results suggested that man does not have any such 
considerable stores; neither after muscular exercise nor after the 
injection of epinephrine did the activity decline from the con- 
stant level. The influence of shock on mixing was studied on 
the assumption that in shock the mixing is delayed. Mixing 
time is the fundamental factor for measuring the circulating red 
blood cell volume. Determining the activity of successively 
drawn blood samples revealed when mixing had taken place. 
The method proved ‘useful for studying the red blood cell 
volume in conditions, such as cardiac decompensation, tetralogy 
of Fallot and lung diseases associated with cyanosis and faulty 
oxygenization of the arterial blood. Labeling with thorium B 
instead of with radioactive phosphorus offers the advantages of 
a shorter half-time and that thorium B accumulates to 99% in 
the blood corpuscles. The loss of activity after intravenous 
injection of red. blood cells labeled with thorium B was still 
less than after the injection of red blood cells labeled with 
radioactive phosphorus. The red blood cells remained constantly 
labeled for one to two hours. 


Tuberculosis of Ribs. M. Tatelman and E. J. P. Drouillard. Am. 
J. Roentgenol. 70:923-935 (Dec.) 1953. 


Tatelman and Drouillard reviewed the cases of rib tubercu- 
losis seen at several Detroit hospitals. They gave particular at- 
tention to the roentgenologic aspects not only because previous 
reports about tuberculosis of the ribs had paid little attention 
to these, but also because they hoped to establish some diag- 
nostic criteria for the roentgenologic diagnosis of this condition. 
A total of 23 cases of rib tuberculosis proved by biopsy, autopsy, 
or bacteriological methods, and having adequate roentgeno- 
logical studies, which were seen during the period 1938 to 1948 
(inclusive), form the basis for this study. Statistics on the inci- 
dence of rib tuberculosis vary from 1 to 16% of all cases of 
tuberculosis of bone and joints. In the material investigated by 
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the authors rib tuberculosis was found to occur in 5% of all 
cases of bone and joint tuberculosis. Rib tuberculosis occurs in 
males about 2.5 times as often as it does in females. Although 
cases occur at almost any age (e. g., ranging from ages 9 to 70 
in this series), the greatest frequency is between the ages of 15 
and 35, as contrasted to most forms of bone tuberculosis that 
occur with greatest frequency between the ages of 2 and 10. 
Active pulmonary tuberculosis or quiescent reinfection type of 
pulmonary tuberculosis is not often seen in association with 
rib tuberculosis. The authors found only 6 cases of reinfection 
type pulmonary tuberculosis (4 of which were active) among 
these 23 cases of rib tuberculosis. Other sites of tuberculous 
bone involvement are seen in association with rib tuberculosis 
fairly often (in 15 of the 23 cases). Tuberculosis of the rib is 
almost purely destructive. Local soft tissue mass (actually a 
“cold abscess”) is quite common as is local pain, and draining 
sinus may follow the appearance of the soft tissue mass. The 
roentgenographic appearance is variable, depending on the loca- 
tion of the rib lesion and the degree and stage of its develop- 
ment. Differentiation from other causes of rib destruction is 
sometimes quite difficult particularly in the case of infectious 
processes and solitary osteolytic rib metastases. Needle biopsy 
is suggested as a means of arriving at a diagnosis in obscure 
cases. The treatment of choice for rib tuberculosis is surgical 
resection combined with streptomycin, provided there is no 
active pulmonary, vertebral, or systemic tuberculosis. 


Ten Years’ Experience with Radioactive Iodide. E. M. Chap- 
man, F. Maloof, J. Maisterrena and J. M. Martin. J. Clin. 
Endocrinol. 14:45-55 (Jan.) 1954. 


The results obtained by the use of radioactive iodide (I'*° 
and J"%1) in 445 patients treated during a 10 year period show 
that it is an effective agent in the control of hyperthyroidism 
caused by a diffusely hyperplastic thyroid. The biological 
response to this form of radiation is gradual, and patients may 
continue to respond over a period of several months. Myx- 
edema has, in fact, sometimes appeared many years after the 
original cell injury. Follow-up of the first 45 patients, who were 
treated between 1943 and 1946 with I!2° alone, showed that, of 
the 39 who responded to therapy, 30 were well in 1953, while 
9 had become myxedematous. Three of the remaining six had 
died and three were not seen. I'1 has been given to 400 addi- 
tional patients since 1946; 355 have responded to treatment; 
19, though improved, were still toxic six months after treat- 
ment; 5 were operated on after showing a partial response; and 
21 died from other causes after treatment. Studies made by 
means of thyroidal tracer uptakes of radioiodide, serum protein- 
bound iodine determinations, and basal metabolic rates show 
that patients treated with I'%1 may become myxedematous or 
euthyroid or may remain persistently hyperthyroid with the 
usual indexes. Dissociation of the indexes of function was found 
in two groups; first, in several apparently euthyroid patients 
with tracer uptakes under 20%, serum protein-bound iodine 
levels less than 3 gammas per 100 ml., and basal metabolic 
rates above -20%; and second, in patients who are toxic with 
a high protein-bound iodine level and a high basal metabolic 
rate, but with a normal thyroidal uptake of radioactive iodide. 
I'51 radiation produces fibrosis and cellular damage resulting in 
bizarre nuclear forms in the thyroid, yet some of the remaining 
follicles appear hyperplastic. No evidence of malignancy was 
found in histological sections from 44 thyroids studied after 
treatment with [231, 


Treatment of Cancer of Tongue and Its Cervical Metastases 
with Irradiation, C. L. Martin. South. M. J. 47:1-9 (Jan.) 1954. 


Between 1936 and 1948, 94 patients with cancer of the 
tongue were treated with irradiation by heavily filtered low in- 
tensity radium needles for the tongue lesions and combined 
radium needle and roentgen ray therapy for metastatic cervical 
lymph nodes. A five year cure was obtained with this non- 
surgical method in 30 (32%) of the 94 patients. Complete heal- 
ing of the primary lesion in the tongue was observed in 67 
patients (71.2%). Fifty-six (59.2%) of the 94 patients had pal- 
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pable cervical lymph nodes; a satisfactory result was observed 
after five years in 10 (17.8%) of these patients in whom block 
dissections were not done. The nodes completely disappeared in 
39 (70%) of the 56 patients, and death was due to other causes 
in many of them. The palliative value of the irradiation methoq 
used by the author is indicated by complete healing of the pri- 
mary lesions and disappearance of nodes in approximately 
70% of the patients treated. 


Late Lesions of Bladder 22 Years After Irradiation. G. Ochlert. 
Zentralbl. Gynak. 75:1487-1492 (No. 38) 1954. (In German.) 


Oehlert presents the history of a woman who in 1930 and 
1931, at the age of 39 had received radium and roentgenray 
treatment for carcinoma of the cervix. Twenty-two years later, 
in 1952, a vesicovaginal fistula was found. It is assumed that the 
fistula resulted from a secondary necrosis of the bladder wall 
and of the vesicovaginal septum, which in turn resulted from 
a gangrenous cystitis in tissue that had been damaged by 
irradiation. 


ANESTHESIA 


Cardiac Surgery Under Hypothermia. C. P. Bailey, B. A. Cook- 
son, D. F. Downing and W. B. Neptune. J. Thoracic Surg. 27: 
73-95 (Jan.) 1954. 


Cardiac surgery was performed during artificial hypothermia 
on four adult patients between the ages of 27 and 33 years and 
on nine children between the ages of 11 days and 15 years. The 
most satisfactory method of inducing hypothermia is provided 
by a rubber blanket with internal coils for the circulation of cold 
liquid placed on the operating table and closed about the patient 
with a zipper. When the desired temperature, preferably be- 
tween 74 and 80 F, is reached, the blanket is opened but is left 
in place under the patient while the operation is carried out. 
After completion of the surgical intervention, the cold fluid is 
replaced by warm water and the patient is warmed to a level at 
which respiration is spontaneous and adequate. Closed or digital 
intracardiac surgery was performed on 9 of the 13 patients, while 
the remaining 4 were operated on by an open technique under 
direct vision. The operative procedure consisted of suture repair 
defect in two patients, atrioseptopexy in two, resection of infun- 
dibular obstruction in one, Brock type of infundibulectomy in 
one, Brock type of pulmonary valvulotomy in one, switch over 
anastomosis in three, creation of an atrial septal defect in one, 
exploration in one, and mitral commissurotomy in one. Four of 
the children survived atrioseptopexy (atrial septal defect), Brock 
type of infundibulectomy, Brock type of pulmonary valvulot- 
omy, and suture repair (ventricular septal defect), respectively. 
The four adult patients and the remaining five children died; 
death resulted from air embolism in two (both operated on under 
direct vision), myocardial depression in three, cardiac arrest in 
three, and vago-vagal reflex in one. The over-all surgical mor- 
tality (69.2%) was prohibitive. The possible extenuating factors 
were the severity of the lesions (five congenital transpositions) 
and the condition of the patients so operated on. Results, how- 
ever, showed that by the use of hypothermia the entire circu- 
lation can be safely interrupted for a time long enough to open 
the chambers of the right side of the heart and to perform direct 
intracardiac surgery. The present risk of arterial air embolism 
presently interdicts opening the left side of the heart and pre- 
cludes safe use of an open technique for repair of large septal 
defects. Hypothermia is dangerous in adults since the myo- 
cardium may become fatally depressed. Hypothermia is essen- 
tially useful in small children with congenital heart disease 
involving the right side; it greatly enhances the chance of re- 
covery as an adjunct in the orthodox surgical treatment of very 
cyanotic children. Hypothermia and open surgery are probably 
essential for the correction of ventricular septal defects. Com- 
bining the success in the treatment of cyanotic lesions and that 
of interventricular septal defects one is led to the idea and hope 
of complete correction of both the pulmonic obstruction and 
the high interventricular septal defect (with an overriding aorta) 
in selected cases of tetralogy of Fallot. 
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Diagnosis and Localization of Brain Tumors: A Clinical and Experi- 
mental Study Employing Fluorescent and Radioactive Tracer Methods. By 
George E. Moore, M.D., Ph.D., Director, Roswell Park Memorial Insti- 
tute, Buffalo, New York. Cloth. $10.50. Pp. 221, with 67 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, 1953. 


This interesting monograph presents in detail the author's 
efforts at localizing brain tumors by substances injected into the 
blood stream, which lodge selectively in the tumors and are de- 
tected by various means. Most of these efforts were futile, but in 
two instances a certain measure of success was achieved. The 
first of these was the use of fluorescein, which is detected in the 
tumor tissue at the operating table when the tumor tissue is 
exposed to ultraviolet light. Of 109 tumors examined in this way, 
101 fluoresced. Inflammatory tissue, cerebral cortex damaged by 
the application of high frequency coagulating electric current, 
and cerebral tissue damaged in other ways may also fluoresce. 
The second method is the use of suitable apparatus for the detec- 
tion of radioactivity from a concentration of various radioactive 
substances in brain tumors. The principal substances so used 
were radioactive diiodofluorescein and radioactive iodinated 
human serum albumin. Unfortunately, the author’s experiences 
with this method were not too encouraging. It is also unfortu- 
nate that he quotes Ashkenazy’s statements that the method has 
a general accuracy of 95% and that with the use of radioactive 
diiodofluorescein “localization proved to be much more precise 
than with electroencephalography or with pneumography.” Both 
of these conclusions expressed by Ashkenazy have been repudi- 
ated by Davis and his associates after a reexamination of the 
same material. There is still a need for more accurate and more 
simple localization of brain tumors. The thoroughgoing investi- 
gations reported here will be of great interest and value to all 
future investigators in this field. 

All authors should learn that clarity is the first requirement in 
any effort to transmit one’s observations to others. One of the 
most inexcusable sources of confusion for a reader is the use of 
a few letters of the alphabet in place of words. This text is liber- 
ally peppered with such abbreviations as BBB, CSFB, DIF, and 
RIHSA. The small amount of ink and paper saved thereby is not 
worth the loss of clarity of expression. There are also occasion- 
ally phrases that hardly convey a clear idea to the reader, such 
as “A three 1/m centimeter 1/m in 1/m diameter dural flap was 
turned.” What possible excuse is there for not stating the size of 
the dural flap in simple terms? 


The Story of Rush Medical College. By Ernest E. Irons, M.D., Ph.D., 
Cloth. Pp. 82, with illustrations. Board of Trustees, Rush Medical College, 
Chicago, 1953. 


The author is eminently qualified to write about Rush Medi- 
cal College. He was the dean for many years and for many 
additional years was a prominent member of the faculty; he is 
also a past president of the American Medical Association, as 
other Rush faculty members have been. Rush Medical College 
grew up with Chicago, having received its charter from the state 
of Illinois in 1837, a few days before a charter was granted to 
the city of Chicago. In this small volume are pictures of the 
various locations of the college, which changed as the city grew; 
one of these changes was necessitated by the great Chicago fire 
in 1871. Rush finally was located on the west side at Wood and 
Harrison streets, across from Cook County Hospital, where 
many of its graduates vied in strenuous examinations for intern- 
ships. Here the buildings stand today, along with the Central 
Free Dispensary, where the students learned much of their 
clinical medicine. It is heartwarming to Rush alumni to hear the 
older citizens still speak affectionately of Rush, deeply appreci- 
ating its service to the community. 





These book reviews have been prepared by competent authorities but 
do not represent the opinions of any official bodies unless specifically 
SO stated. 


Rush Medical College was founded by Dr. Daniel Brainard, 
who came to Chicago from New York. He named the college 
in memory of Dr. Benjamin Rush of Philadelphia, a renowned 
clinician and a signer of the Declaration of Independence. The 
first college building was on a lot donated by the citizens at 
Clark and what is now Grand Avenue, only one block from 
the present headquarters building of the American Medical 
Association. Dr. Brainard also selected the first faculty, among 
whose members were such famous names as Dr. Austin Flint 
Sr., later professor of medicine at Bellevue in New York; Dr. 
John Evans, later territorial governor of Colorado and a founder 
of Northwestern University; and Dr. Nathan Smith Davis, who 
had initiated a movement in New York that resulted in the 
founding of the American Medical Association. Dr. Davis and 
a few others later withdrew from the Rush faculty and founded 
a medical college that in time developed into Northwestern 
University Medical School. Throughout the years the faculty had 
among its members outstanding clinicians, surgeons, patholo- 
gists, bacteriologists, and other specialists; indeed, some of the 
great names in medicine. With cholera unheard of in the Mid- 
west today it is an interesting fact that the founder of Rush 
College died in 1866 in the last severe outbreak in Chicago. The 
vacant chair of surgery was soon filled by Dr. Moses Gunn, 
who came from Ann Arbor, Mich. 

After the Chicago fire of 1871, in which the college buildings 
north of the river were destroyed together with many of the 
records and the museum, the County Hospital and the Chicago 
Medical College generously offered quarters in which Rush 
might continue until a temporary building on the south side 
was erected. There it remained until moved to the west side near 
the new Cook County Hospital. Rush College interested the 
Presbyterian Church in building a hospital adjacent to its build- 
ing, the first section of which was opened in 1883. Throughout 
the remainder of its undergraduate career, Rush was closely 
associated with the Presbyterian Hospital. When Rush became 
affiliated with the University of Chicago on the south side in 
1898, the understanding was that “the University was left free 
to establish an independent medical school if that should 
seem later the wisest thing to do.” Before the affiliation was 
approved, a $73,000 debt of the college was paid off by 
subscriptions from the college faculty. Later, the faculty and 
friends, contributed funds to build Senn Hall, an addition to 
the older college building, but, from about 1898 on, the first two 
years of the undergraduate course were carried on at the Uni- 
versity of Chicago. While the proposal for an organic union 
with the University was under consideration, it was agreed that 
the clinical work must have an initial endowment of at least 
1 million dollars. Within a year pledges for nearly that amount 
had been secured, almost entirely by Dr. Frank Billings, then 
the dean of Rush, and William Rainey Harper, president of the 
university. Dr. Harper’s untimely death was a fatal blow to 
some of the proposed plans for the two institutions. Meet; 
ing new and advanced requirements for entrance to medical 
schools about that time, Rush was so pressed for economies 
that many of its teachers who had been receiving small stipends 
now served willingly without pay. 

In 1917 the university announced a plan to establish depart- 
ments of medicine and surgery on the south side and a gift of 
a million dollars from the Billings family for the erection of 
a hospital on the Midway. The old Rush College building on 
the west side was replaced in 1924 by a new building (donated 
by Mr. Frederick H. Rawson of Chicago), which also had direct 
communication with the Presbyterian Hospital. Undergraduate 
teaching was continued at Rush, even though according to the 
university plan it was ultimately to become a graduate school. 
The alumni protested the impending loss of the name of Rush, 
and members of the faculty still hoped that the university pro- 
gram might be altered to retain the college, with its magnificent 
hospital facilities, as the site of undergraduate teaching. How- 
ever, financial interests in the East apparently informed the 
university that in the event of approval of the change in plans 
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so as to retain Rush as an undergraduate school, financial sup- 
port needed by the university would be withdrawn. With the 
completion of the faculty and hospitals providing the four year 
course on the university campus, there was no further need for 
Rush as an undergraduate school. Dr. Irons writes that the 
obvious solution seemed to be the dissolution of the union of 
the university and Rush and the establishment of relations with 
the medical school then growing just beyond the County Hos- 
pital. This realignment of medical facilities was accomplished 
in June, 1941; thus, after more than 100 years of undergraduate 
teaching, the college entered into a new relationship with the 
medical school of the University of Illinois. Rush still has its 
charter and a board of trustees, to whom and to Dr. Irons the 
alumni especially are grateful for this book. 


Kinsey’s Myth of Female Sexuality: The Medical Facts. By Edmund 
Bergler, M.D., and William S. Kroger, M.D., Associate Clinical Professor 
of Gynecology, Chicago Medical School, Chicago. Cloth. $3.75. Pp. 200. 
Grune & Stratton, Inc., 381 Fourth Ave., New York 16, 1954. 


This volume with its rather sensational title will not fully 
allay the excitement caused by the Kinsey report, “Sexual Be- 
havior in the Human Female.” Largely because of the unfor- 
tunate lay publicity given the Kinsey report, the vulgar-minded 
and the innocently curious have eagerly searched its pages for 
exciting revelations. The serious reader seeking knowledge 
rather than sex excitement has been confused, disappointed, 
and occasionally dismayed. Many have thought that authorita- 
tive clarification, criticism, and refutation of certain claims 
should be undertaken. This is something that science, sex, and 
the human female have a right to demand. In “Kinsey’s Myth 
of Female Sexuality,” Bergler, a psychiatrist, and Kroger, a 
gynecologist, have vigorously pursued this task. This book 
abounds in criticism and refutation, but in the matter of clari- 
fication it is often wanting. 


The authors justly allege that Kinsey has discussed many 
difficult medical problems without the medical knowledge and 
clinical experience necessary to an understanding of the prin- 
ciples involved, that he has virtually overlooked the profound 
influence of the psychological aspects of sex behavior, and that, 
without training and experience in psychiatry, he has exhibited 
an utter disregard of the sexual neuroses with their multifaceted 
evil effects. Attention is called to the fact that a normal per- 
son’s sex life is a deep, dark secret, and Kinsey’s premise that 
his volunteers tell the truth is brought under question. The 
authors indicate that otherwise reliable persons are unreliable 
when induced to talk about sex, and that even when persons are 
paying for advice it may require months for the psychiatrists 
to discover “deliberate concealments and partial revelations pre- 
sented as the whole.” The authors also indicate that the typical 
woman in our culture responding to inquiries about sex life 
would say “Mind your own business,” and that Kinsey’s vol- 
unteer guinea pigs are suspect, and that their compliance may 
be based on hidden designs growing out of sex neuroses. Quite 
properly, they claim that normally female sex life is based on 
the hope of marriage, tender love, and motherhood, and they 
emphasize the fact that these features do not appear in the 
Kinsey report. It is claimed that lack of knowledge of dynamic 
psychiatry led Kinsey astray and that he did not realize that his 
volunteers were willing to talk because they were neurotic. They 
were the victims of an inner guilt and welcomed the opportunity 
to exploit the alleged universality of sexual deviations such as 
they confessed. Thus, they were bribing their consciences 
through sex neuroses. The authors make much of the vaginal 
orgasm and claim Kinsey’s disregard of this factor is due to 
lack of knowledge of the anatomy and physiology of the vaginal 
walls. 

The text contains numerous well-sustained arguments de- 
signed to reveal fallacies in Kinsey’s claims and statistical find- 
ings. Space will not permit a detailed discussion of all appar- 
ently valid criticisms and refutations. About one-third of the 
volume is devoted to an exhaustive documented discussion of 
the 12 premises, claimed to be false, in Kinsey’s methodology. 
An intelligible account of these errors of methodology cannot 
be included in this review. 
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Unfortunately, the average reader would find much of the 
text difficult to read. He would need a psychiatric dictionary 
at hand, and in some instances he would need another diction. 
ary (nonexistent) to explain some of the psychiatric dictionary’s 
definitions. Since the subject of sex behavior in the human 
female is now so prominently before the profession and the 
public, physicians, other scientists, and public health workers 
who have read the Kinsey reports should also read this critica] 
commentary on his work. 


General Virology. By S. E. Luria, Professor of Bacteriology, University 
of Illinois, Urbana, Cloth. $8.50. Pp. 427, with 94 illustrations John 
Wiley & Sons, Inc., 440 Fourth Ave., New York 16; Chapman & Hall 
Ltd., 37-39 Essex St., Strand, London, W.C.2, 1953. 


This small textbook is written from the point of view of a gen- 
eral biological approach to viruses. This approach is similar to 
the one that considers bacteriology as a biological science. The 
material is presented from the point of view of the geneticist, 
plant physiologist, or biochemist, rather than that of a prac. 
titioner of medicine. No viral diseases as such are described. 
The central concept is of viruses as operating constituents of 
functional cells. In this respect the virus lives the life of the host. 
At the same time, viruses are inert particles that have been ex- 
tensively studied by physicochemical methods in their purified 
state. Indeed, when they are highly purified and crystallized they 
seem to bridge a gap between inanimate and living things. 


Various chapters deal with the detection and identification, 
measurement of size, and chemical composition of viruses. The 
reaction of viruses with their plant and animal hosts, resulting 
in the production of inclusion bodies, and other tissue reactions 
are described. Two chapters are devoted to the bacteriophage- 
bacterium system. A chapter of interest to physicians discusses 
tumors produced by viruses. These studies, as they are continued, 
should give clues to the make-up and the integration of cells. The 
serologic aspects of both plant and animal virus studies are re- 
viewed. A philosophical chapter discusses the thesis that viruses 
represent the result of a regressive evolution from free living 
cells. Since rickettsias are also obligate intracellular parasites, a 
chapter is devoted to their relationship to viruses. The general 
biological properties of variation, reproduction, the effect of 
changes of environment, and exposure to radiation are spread 
throughout the text. Excellent electronmicrographs are used as 
illustrations. An alphabetical bibliography of nearly 700 refer- 
ences is found at the end of the book. 


From Fish to Philosopher. By Homer W. Smith. Cloth. $4. Pp. 264, with 
12 illustrations. Little, Brown & Company, 34 Beacon St., Boston 6, 1953. 


In this volume, the author of such scholarly works as “Physi- 
ology of the Kidney” and “The Kidney: Structure and Function 
in Health and Disease” presents a popular account of the evo- 
lutionary history of the kidney in vertebrates. Stressing the 
importance of the kidney in maintaining the internal environ- 
ment of the body by the processes of glomerular filtration and 
tubular absorption and excretion, Dr. Smith describes the vari- 
ous evolutionary modifications in the organ’s structure that have 
permitted the progressive development of fresh-water, marine 
and land vertebrates. Consideration is also given to the evolu- 
tionary development of the nervous system, since it plays a vital 
role in the adaptation of the organism to its environment, which 
culminates in the development of the human cerebral cortex. 
This entertaining book is highly recommended. 


Ophthalmic Medicine and Surgery with Sight-Testing (a Practical Hand- 
book on Eye Diseases in India and the Tropics). By M. A. Kamath, M.B. 
& C.M. Third edition. Cloth. 12 rupees. Pp. 416, with 73 illustrations. 
Kothari Book Depot, Parel, Bombay 12, 1953. 


The author’s purpose is to convey to the general practitioner, 
even in the remotest village, adequate knowledge of the eye to 
enable him to give relief to the suffering inhabitants of the 
village and to prevent blindness. The procedures, methods, and 
operative techniques and medicaments are in keeping with the 
standards in use in India and for certain diseases that are 
endemic in that country. 
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Stress Incontinence in the Female. By John C. Ullery, M.D., F.A.C.S., 
FICS. Obstetrician and Gynecologist, Pennsylvania Hospital, Phila- 
delphia. Cloth. $6.75. Pp. 149, with 82 illustrations. Grune & Stratton, 
Inc., 381 Fourth Ave., New York 16, 1953. 


Although the involuntary loss of urine designated as stress 
incontinence is not entirely confined to older women, it is ap- 
parent that, because of the increasing number of older women in 
the population, the diagnosis and cure of this condition is be- 
coming a more important problem each year. It is difficult to 
review this volume without becoming overly enthusiastic. It is 
refreshing to find an author who has undertaken a monograph 
on the cause, diagnosis, and treatment of a common clinical 
condition in women by first clarifying the very complex and, 
until recently, poorly understood anatomic and physiological 
principles associated with the disorder. The embryology and 
anatomy of the female urethra and associated structures is set 
forth in such detail that many formerly controversial points 
seem definitely settled. In addition to the author’s original contri- 
bution, he presents a comprehensive review of the literature in 
a readily understandable manner. 

Dr. Ullery presents what is known about the physiology of 
micturation and urinary continence in women and gives a reason- 
ably simple explanation for stress incontinence. The direct and 
differential diagnosis of this condition is carefully and com- 
pletely covered. The treatment, prophylactic, nonoperative, and 
surgical, is discussed in detail but not repetitiously. Every known 
procedure is described and accurately illustrated by good half- 
tone drawings. This work represents the most authoritative and 
complete treatise on the subject in any language, and it should 
be in the possession of every gynecologist, urologist, surgeon, 
anatomist, and physiologist who is interested in this ever-increas- 
ing condition. 


Diagnosis of Acute Abdominal Pain. By William Requarth, M.D., 
Clinical Assistant Professor of Surgery, University of Illinois College of 
Medicine, Chicago. Foreword by Warren H. Cole, M.D. Cloth. $5. Pp. 
243, with 79 illustrations. Year Book Publishers, Inc., 200 E. Illinois St., 
Chicago 11, 1953. 


In selecting a title, the author seems to have done his book 
less than justice. The work is in fact a concise monograph on 
the diagnostic management of the abdominal emergency. As 
such, it includes a good deal of basic pathology and even of 
principles of treatment and contains a chapter so far removed 
from its ostensible subject matter as the differential diagnosis 
of acute gastroesophageal hemorrhage. Since this small volume 
is an essay rather than a reference work, it should be read 
through as an essay, from the opening sentence (“The contour 
of the normal abdomen is scaphoid after double the thickness 
of the subcutaneous fat pad has been subtracted”) to the last 
(“Hemorrhage may occur at any time during jaundice when 
there is an associated prothrombin deficiency”). These two quo- 
tations are typical of the whole work, which is authoritative 
with the stamp of personal experience, admirably lucid, and just 
sufficiently dogmatic to be instructive without causing offense 
to the reader who has his own beliefs. It is refreshing to read 
in a modern text that “aside from the x-ray, which is of great 
value . . . few laboratory tests are necessary,” and the book 
is studded with items of clinical wisdom tersely expressed, for 
example: “Measurements of abdominal wall rigidity with a 
tensiometer indicate that unilateral rigidity is a clinical illusion 
unless associated with a mass. . . . A frequent cause of diag- 
nostic error in a heavy individual is a small incarcerated femoral 
hernia which is not apparent on superficial examination. . 
Rupture of the spleen should be suspected in all patients with 
rib fractures on the left.” 

The arrangement of the subject matter is novel. Instead of 
using the normal type of classification based on clinical fre- 
quency or pathological causes, the author considers those groups 
of cases for which immediate operation is imperative, for which 
operation can be delayed, and for which operation is contra- 
indicated or harmful. Intestinal obstruction is given a separate 
chapter, and there are chapters on examination, differential diag- 
nosis from the standpoint of location and type of pain, abdomi- 
nal wounds, abdominal lesions in infants, and acute gastro- 
esophageal hemorrhage. This arrangement, which might be 
clumsy and repetitive in a reference work, is eminently suited 
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to the purpose of this book. The illustrations, mainly abdomi- 
nal roentgenograms, are useful and well reproduced. There is 
a good bibliography and an adequate index. 

There is little in this book to criticize. The plural of exanthema 
is not “exanthematas” (page 29). The purist might cavil at the 
Statement: “70 per cent of cases of ectopic pregnancy have a 
sudden onset” (page 104). Many surgeons may disagree with 
the suggestion that strangulation in mechanical intestinal ob- 
struction can be diagnosed with a “high degree of accuracy” 
(page 57) and particularly with the implication that this may 
justify nonoperative treatment, but these are minor criticisms 
of an otherwise excellent little book, which can be recommended 
not only for the information of students, general practitioners, 
and surgical trainees but also to crystallize the knowledge of the 
experienced surgeon. He may learn from it nothing new, but he 
is not likely to have seen the subject so well presented. 


The Cutaneous Manifestations of Systemic Diseases. By John Godwin 
Downing, M.D., Professor of Dermatology and Syphilology, Tufts College 
Medical School, Boston. Publication number 182, American Lecture 
Series, monograph in American Lectures in Dermatology. Edited by 
Arthur C. Curtis, M.D., Chairman, Department of Dermatology and 
Syphilology, University of Michigan, Ann Arbor. Cloth. $4.25. Pp. 146, 
with 52 illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad 
St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 2B, 
1954. 


This monograph is a compilation of 12 lectures given to 
various groups of medical students. Its purpose is to stimulate 
the young physician to an increased knowledge of dermatology 
and to emphasize to the young dermatologist the relationship be- 
tween the dermatoses and systemic disease. It is written in com- 
paratively simple fashion, and its condensed form should aid the 
candidate for a specialty board examination. Most of the ma- 
terial is recent and incorporates many new theories integrating 
the major dermatoses with modern medical concepts. The author 
has proved his point that a study of cutaneous eruptions not only 
enables the physician to exercise his powers of observation and 
deduction but also improves his diagnostic ability. The typogra- 
phy and the illustrations are excellent, and the bibliography gives 
the most important sources of general information in the field. 


You and Your Skin. By Norman R. Goldsmith, M.D., Dermatologist, 
St. Joseph’s Hospital, Lancaster, Pennsylvania. Cloth. $3.75. Pp. 148, with 
6 illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 2B, 1953. 


This book is written primarily for the lay reader, although it 
contains some information of value to others who wish dermato- 
logical orientation. Thirty-one short chapters provide discus- 
sions on the structure of the skin and its functions, the relation 
of general health to the skin, cutaneous allergy, cosmetics, in- 
fections of the skin, disorders of its appendages, and other prob- 
lems of a similar nature. The book presents a readable and not 
overly technical account for those interested in their skin prob- 
lems. It is not intended as a primer or textbook for medical 
students or others who require detailed and specific information 
of a dermatological nature. The few illustrations are well 
selected. The printing and binding are also of good quality. 


Historical Aspects of Organic Evolution. By Philip G. Fothergill, B.Sc., 
Ph.D. With foreword by J. W. Heslop Harrison, D.Sc., F.R.S., F.R.S.E. 
Cloth. $6. Pp. 427, with 10 illustrations. Philosophical Library, Inc., 15 E. 
40th St., New York 16, 1953. 


In this book, the author traces the development of the con- 
cept of evolution in the minds of naturalists from the ancient 
Chinese, Babylonian, and Egyptian cultures to the present day. 
Four historical periods are dealt with: the early period cul- 
minating with Aristotle; the speculative period dominated by 
the philosophers of the 17th and 18th centuries; the formula- 
tive period of the 19th century embracing the work of such 
biologists as Erasmus, Darwin, Lamarck, Cuvier, and Wallace; 
and the modern experimental period, which dates from the re- 
discovery of Mendel’s work in 1901. In this section, emphasis 
is placed on the relationship of evolution and genetics. The 
appendix contains supplementary technical material and an ex- 
tensive bibliography. This book should appeal to those inter- 
ested in the philosophical and historic approaches to biology. 





WORKSHOPS FOR THE CHRONICALLY ILL 


To THE Eprror:—Where is any literature available on “shelter- 
ing” workshops for the aged and the chronically ill? 


Herman I. Switkes, M.D., Kecoughtan, Va. 


ANSWER.—Information may be obtained from the National 
Association of Sheltered Workshops and Homebound Pro- 
gram; the secretary is Miss Elizabeth Maloney, Industrial 
Home for the Blind, 520 Gates Ave., Brooklyn 16. The Com- 
mittee for the Care of the Jewish Tuberculous, 71 W. 47th 
St., New York 36, operates Altro Workshops and has, through 
its director, Mr. Edward Hochhauser, contributed much to the 
literature on this subject of tuberculous and cardiac patients 
and older persons who are handicapped. The “Social Work 
Year Book” for 1947, 1949, and 1951 has articles on this sub- 
ject with excellent bibliographies. Dr. Julius Weil, director of 
the Montefiore Home for the Aged in Cleveland has made 
several presentations on the subject of sheltered workshops in 
a home for the aged. The Community Service Society for many 
years operated a sheltered workshop for older persons, and 
requests for specific information from that agency (105 E. 22nd 
St., New York 10) directed to the attention of Miss Ollie A. 
Randall will receive prompt attention. The Goodwill Industries 
of America, Inc., with headquarters at 744 N. 4th St., Mil- 
waukee 3, also has a great deal of information that could be 
useful to the inquirer. 


GROWTH IN CHILDREN 


To THE Epiror:—!/s there a hormonal preparation that will pro- 
mote growth in children? 


Juliette M. Herzberg, M.D., Clinton, Ind. 


This inquiry was referred to two consultants whose respective 
replies follow.—Eb. 


ANSWER.—A specific answer to such a question is difficult to 
give. If the questioner is referring to the millions of children 
who wish they were taller, or whose parents wish they or their 
children were taller, then the answer is certainly “No!” Not too 
many of us are entirely satisfied with our own or our childrens’ 
physiques. We wish they were taller or smaller, had curly or 
straighter hair, had larger or smaller breasts, larger or smaller 
hips, and so on. It is ridiculous for parents, who are, say, 5 ft., 
2 in. tall and whose ancestors before them were of comparable 
size to expect sons 6 ft. tall. It is ridiculous for parents who are 
more than 6 ft. tall to decry the fact that their 18-year-old daugh- 
ters are 5 ft. 10 in. tall. No glandular treatment is available that 
will increase or decrease the height of normal persons. The 
important contribution of a physician to amelioration of this 
problem is to help children develop, with a good philosophical 
and psychological acceptance of their physiques. 

It should be added that, if a child has juvenile myxedema, 
then certainly he or she will grow if thyroid hormone is em- 
ployed. On the other hand, insofar as known, there has not been 
a single instance in which any pituitary growth hormone has 
ever caused any appreciable increase in height in a pituitary 
dwarf. Whatever growth has been reported has always been 
reported about patients who do not have true pituitary insuffi- 
ciency and in whom spurts of growth occur with or without 
treatment. 


ANSWER.—A purified growth hormone has been developed in 
the laboratory of Dr. Herbert Evans at the University of Cali- 
fornia and is prepared commercially by the Armour Labora- 
tories. It produces interesting metabolic changes in man and 
will produce growth in certain laboratory animals. However, 
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there is no good evidence that it produces growth in man. Some 
growth can be induced in both boys and girls by the ad. 
ministration of androgen, but this form of treatment is indicated 
only if sexual maturity does not appear at the usual time. Ip 
girls, androgen therapy should be employed with great caution 
because of the danger of inducing masculinizing changes. 


PLASMA VOLUME EXPANDERS AND 
BLOOD TYPING 


To THE Epitor:—Does the administration of plasma volume 
expanders, blood plasma, or electrolyte solutions interfere 
with the determination of blood types, cross-matching, or 
Rh determination? 


A. A. De Vittorio, M.D., Reynoldsville, Pa. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Epb. 


ANSWER.—The intravenous infusion of blood plasma and 
electrolyte solutions does not interfere with the determination 
of a person’s A-B-O group, Rh type, or with the cross-match- 
ing test. In the past, it was found that intravenous administra- 
tion of acacia and gelatin caused rouleaux formation, which 
sometimes gave rise to confusion in the blood grouping and 
cross-matching tests. Apparently, a similar phenomenon takes 
place after the use of the more modern plasma expanders, 
although reliable information regarding this has not been pub- 
lished. In any event experienced technicians should have no 
difficulty in distinguishing between rouleaux formation and true 
agglutination. Since rouleaux formation (or pseudoagglutina- 
tion) is nonspecific, it should be suspected whenever the same 
reaction is seen when the patient’s serum is mixed with his 
own cells. 


ANSWER.—Practically speaking, the administration of plasma 
or of electrolyte solutions will not interfere with immediate 
or subsequent determinations of blood types, cross-matching, 
or Rh determinations. Although experience with the synthetic 
plasma volume expanders has not been great, it has been found 
in the past that such substances may cause pseudoagglutination. 
This may cause difficulty with grouping and typing and may 
interfere to a considerable extent in compatibility testing. 


STILLBIRTHS CAUSED BY Rh SENSITIZATION 


To THE EpiTor:—A recent news item stated that an obstetrician 
had never seen the survival of a child born to an Rh-negative 
mother who had previously had a stillbirth because of her 
Rh factor and that with use of cortisone (Cortone) 15 of 
18 pregnancies in such women resulted in the birth of live 
normal babies. Please comment. 


C. W. Henney, M.D., Portage, Wis. 


ANSWER.—The report of the supposed beneficial effects of 
cortisone (Cortone) in the prevention of stillbirths caused by 
Rh sensitization does not withstand critical analysis and has 
not been confirmed by reliable workers. In the first report, it 
was recommended that the therapy be started two weeks before 
term, which is obviously ineffectual, since most stillbirths occur 
at the beginning of the ninth month and some as early as 
the seventh month. To include these earlier cases, it has re- 
cently been advised that the cortisone therapy be started earlier 
in pregnancy. This is dangerous, since it has been found, at 
least in animal experiments, that the use of cortisone through- 
out pregnancy may cause malformations. 

The report that 15 out of 18 stillbirths can be prevented 
by cortisone therapy seems too good to be true. This would 
imply that the usual stillbirth rate from Rh sensitization, about 
15 to 20%, would be reduced to less than 5%. There is no 
published series of cases of Rh sensitization in pregnancy with 
such a low stillbirth rate, with or without cortisone treatment. 
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The statement that live births do not follow stillbirths in 
cases of Rh sensitization is incorrect. This idea is based on 
an early statement that the degree of Rh sensitization increases 
with each pregnancy. While this statement is true in some 
cases, it does not hold in all cases, because the way in which 
Rh sensitization develops varies from patient to patient. Some 
patients never become sensitized. Other patients may have a 
high antibody titer and may have a stillbirth as early as the 
second pregnancy. Still other patients have only a low anti- 
body titer that does not increase in subsequent pregnancies 
and may even decline, so that such mothers may have several 
mildly or moderately affected babies followed by one who is 
apparently normal. In fact, the tendency is for the antibody 
titer to fall with time, unless leakage of Rh-positive blood 
into the maternal circulation occurs during a pregnancy and 
stimulates another rise in titer. Since such leakage of blood 
occurs in only one out of three pregnancies, it is not surpris- 
ing that sometimes a stillbirth is followed by a live-born 
baby. The “classic story” of first a normal baby, then a mildly 
affected baby, then a severely affected baby, and then a series 
of stillbirths actually occurs in only a minority of cases. In 
view of the capacity of cortisone and corticotropin (ACTH) 
for harm as well as good, it is strongly urged that this treat- 
ment not be used in cases of Rh sensitization in pregnancy 
except where facilities make carefully controlled observations 
possible and when the findings will be published. 


DETERMINATION OF ALCOHOL IN 
BLOOD AND URINE 


To THE Eprror:—Please answer the following question per- 
taining to the determination of blood and urine alcohol. 
We have the LaMotte-Heise apparatus and reagents for de- 
termining blood and urine alcohol concentrations. 1. What 
is the accuracy of determining the blood and urine alcohol 
for medicolegal purposes with the LaMotte-Heise procedure? 
2. What effect does acidosis have on blood and urine alco- 
hol determinations? 3. What preservative is recommended 
for urine and blood alcohol determinations that are to be 
tested several hours later? 4. If the LaMotte apparatus is 
not accepted in the state of Wisconsin, what procedure is? 
5. If a discrepancy in blood and urine alcohol levels is 
assumed in a given person, the blood level is known to be 
less than the 0.15% (intoxication) and the urine level is 
well above 0.15%, what interpretation can be made? 


John D. Lynch, M.D., Manitowoc, Wis. 


ANSWER.—1. The LaMotte-Heise method gives readings that 
are accurate within 0.01%. 2. Acidosis has no effect on the 
reading for alcohol. 3. Urine may be preserved for about a 
year when saturated with benzoic acid and blood may be pre- 
served without coagulation for about one month when sodium 
fluoride is added, the proportion being about 0.5 gm. to 5 cc. 
of blood. 4. No state accepts the results of a chemical test 
solely on the basis of the apparatus used; however, any scien- 
tifically accurate method will be accepted if it can be shown 
that the test was made by a qualified person. The city of 
Milwaukee has been using this method for 18 years, the con- 
viction rate being about 99% and the number of tests over 
16,000. The accepted legal interpretation of chemical tests is 
as follows: With less than 0.05% in the blood, there is too 
little alcohol to warrant a diagnosis of “under the influence.” 
From 0.05 to 0.15% is a broad zone that favors the person 
with unusual tolerance and in which the observed behavior 
should play a part in the diagnosis. A level of 0.15% or above 
is considered prima facie evidence of intoxication. It is obvious 
that a person is not drunk if the concentration is 0.15% and 
sober if it is 0.14%, but these zones have been designated 
with so much generosity and leeway that no injustice will be 
done by a strict mathematical interpretation, although some 
actually intoxicated persons may escape prosecution. The gen- 
erosity of the interpretation of the tests can be appreciated 
when carefully conducted examinations revealed some de- 
terioration of behavior of all persons tested when the alcohol 
in the blood exceeded 0.03%. 5. With these facts the last 
question may be answered. The blood level of alcohol is con- 
sistently at least three-quarters of the simultaneous level in the 
urine, unless the level in the urine is too low for medicolegal 
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interpretation. If the urine alcohol concentration is 0.16%, 
the blood alcohol could be no lower than 0.12% but might 
be considerably higher depending on how recently the drink- 
ing was done. Another specimen of urine taken about 15 
minutes later would answer the question of the time of drink- 
ing and would permit a truer interpretation of the blood 
alcohol. If a single urinalysis is made, the fairest interpretation 
is that prima facie evidence of intoxication occurs with a 
reading of 0.20% or more, but that the observed behavior of 
the accused must be considered in diagnosis of intgxication 
when the alcohol concentration in the urine is between 0.08 
and 0.20%. 


OIL DERMATITIS 


To THE Epiror:—Men working on cutting machines that are 
cooled by vapor from an oil spray of Sultex cutting oil B 
(made by the Texas Company) have been having folliculitis 
or acneform rashes. Can you help me in working out a pro- 
tective or preventive program? 

E. G. McCarthy, M.D., Plainview, Texas. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—Oil dermatitis is due to poor hygienic conditions. 
It can be prevented by proper hygiene, including an educational 
program for the employees. The following measures should 
prevent and clear up the situation: (1) insistence on personal 
cleanliness, depending on clean clothes, adequate washing facili- 
ties, and the use of liquid surgical soap; (2) use of paper towels 
instead of cloth towels; and (3) use of water-soluble protective 
creams and other protective equipment as indicated. This pro- 
gram is an inexpensive and satisfactory way of controlling this 
type of dermatitis. 


ANSWER.—Control of cutting oil dermatitis is easily ac- 
complished when a program of good personal hygiene is insti- 
tuted for workers exposed to cutting oils. This program entails 
removal of the cutting oil that may have contaminated the skin 
twice a day, namely, before lunch and at the end of the work 
day. This can best be accomplished with a mild soap and plenty 
of water. The use of protective creams is open to question but 
may assist in emphasizing the general personal hygiene of the 
worker. Silicone-containing protective creams appear to have 
great promise in providing protection to workers who may be 
exposed to cutting oils. This recent development was reported 
in the February, 1954, issue of the A. M. A. Archives of 
Industrial Hygiene and Occupational Medicine by Raymond 
Suskind of the Kettering Laboratory. 


USE OF PLASTICS UNDER THE SKIN 
To THE Epitor:—/ read somewhere an article stressing the 
danger of implantation of plastics under the skin, either to 
restore lost soft tissues or bone. The article stated that 
malignant lesions had resulted in enough cases to justify the 
contention that plastics so imbedded were carcinogenic. If 
you are acquainted with any such report, please comment. 
Everett V. Dulin, M.D., East Orange, N. J. 


ANSWER.—No plastic materials of any kind should be in- 
serted under the skin for the purpose of rebuilding soft tissues 
or bone. The consensus of surgeons experienced in this field 
is that all these materials are eliminated or have to be re- 
moved within a short time after the insertion. A decade and 
more ago the same enthusiasm could be found in the literature 
with regard to alloplastic substitutes for autogenous material. 
Only autogenous materials should be used for rebuilding soft 
or bony structures of the body. This consultant is not familiar 
with cases in which malignancy resulted from insertion of 
plastic materials under the skin. However, certain substances, 
like paraffin, inserted under the skin for reconstructive purposes 
tend in time to involve the surrounding structures, forming a 
steadily growing tumor (paraffinoma). Tantalum and Vitallium 
some years ago received considerable attention as possible 
supporting materials for the replacement of bony defects. These 
also were discarded because they were poorly tolerated and 
were spontaneously eliminated in a few years. 
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BASAL METABOLISM TESTS 
To THE Epiror:—What is the accepted routine for determining 
basal metabolism rates of ambulatory patients and hospital 
patients? Is it advisable to administer a sedative such as a 
barbiturate the night before? What effect would a sedative 
such as 1% grains (0.1 gm.) of pentobarbital (Nembutal) 
have on the basal metabolism rate if given the night before? 
What effect on the ultimate outcome on the basal metab- 
olism test, if any, is noted when patients have to travel some 
distance to the physician’s office or hospital and then rest a 
while before the test is made? 


Milton Margoles, M.D., Milwaukee. 















































ANSWER.—Basal metabolism tests should be done after a 
rest period of 30 minutes in the recumbent position 12 to 14 
hours after the last meal. In most instances a sedative is not 
administered the night before, but a small dose of a sedative 
such as 0.1 gm. of pentobarbital would have little effect on 
the basal metabolic rate. The test is not much, if any, affected 
by travel of some distance to the physician’s office or hospital 
if there is a rest period before it is carried out. 


PAINT ON BABY FURNITURE 

To THe Epiror:—In painting furniture, which is likely to be 
chewed by a child, it is planned to use a paint with the fol- 
lowing ingredients: titanium dioxide 15%, titanium calcium 
pigment 32%, soya-alkyd resin 24%, mineral spirit driers 
29%, and tinting color less than 5%. Is such a preparation 
safe for the intended use, assuming that the child will ingest 
some of this in chewing on the furniture? If such paint is not 
satisfactory for refinishing baby furniture, can you recom- 
mend a satisfactory preparation? M.D., Missouri. 


ANSWER.—The formulation described is commendable. Only 
two minor reservations should be mentioned. As in the case of 
many synthetic resins, a few persons might become sensitized 
to the alkyd resin and a dermatitis might appear. In some min- 
eral tinting materials, particularly yellows and greens, lead in 
the form of the chromate may be utilized. If these colors may 
be avoided, some additional safety is provided. The introduction 
of cadmium colors as a substitute for lead is undesirable. 


COMPLETE EMPTYING OF BOWELS 


To THE Epitor:—When there is complete emptying of the 
bowels (small and large) every 24 hours in the morning before 
breakfast, is any food value left that might be assimilated 
if the bowels were not emptied? 


E. L. Cavenee, M.D., Champaign, III. 


ANSWER.—There is no food value in the content of the colon 
after digestion in the small intestine. 


CANCER IN RETAINED CERVICES 


To THE Epiror:—ZIn the Jan. 30, 1954, JouRNAL, page 461, an 
inquiry from Dr. R. B. Robins asks, “With reference to the 
controversy about total hysterectomy as opposed to subtotal 
hysterectomy, in what percentage of retained cervices does 
carcinoma develop?” The exact incidence is not known as 
answered by two consultants. It is possibly 2.5 to 4%. That 
is not the point. The point is that each and every stump car- 
cinoma is a preventable one and prevention is the best treat- 
ment. In the past five years at least 25 carcinomas of cervi- 
cal stumps were seen in the Memorial Center for Cancer and 
Allied Diseases in New York. A good percentage of these 
were not controlled. Had these patients received total hyster- 
ectomy instead of the subtotal operation, they could not have 
had cancer of the cervix. The indications for subtotal 
hysterectomy are very few indeed, and in general the opera- 
tion should be considered obsolete. 














Alexander Brunschwig, M.D. 
444 E. 68th St., New York 21. 


CONGENITAL BLINDNESS 
To THE Epiror:—In the Jan. 23, 1954, JOURNAL, in Queries 


REMOVAL OF CERUMEN 
To THE Eptror:—IJn THE JourNAL, Aug. 15, 1953, R. T. Hood 


J.A.M.A., April 17, 1954 


and Minor Notes, there was a question about the inheritance 
of blindness. In the answer it was hypothesized that the man 
had both of the recessive genes for hydrophthalmos. It was 
then stated that, if the woman he married happened to he 
heterozygous for the condition, the offspring would show hy- 
drophthalmos in a ratio of 1 in 4 births. It seems to me that, if 
just one pair of genes is involved in producing the condition, 
the condition should occur in a ratio of 1 in 2 births. The 
offspring will receive a recessive gene from their father, since 
that is all he can give (unless mutation occurs). The gene that 
is received from the mother will be either the dominant or 
the recessive gene. If it is assumed that one is as likely t 
be given to the offspring as the other, the gene probably will 
be recessive in 50% of the offspring and dominant in 50% 
of the offspring. Thus we may diagram the offspring as fol- 
lows: g; is one of the father’s recessive genes; g2 is the other 
of the father’s recessive genes; gs is the mother’s recessive 
gene; and G, is the mother’s dominant gene. The offspring 
may be of the following phenotypes and genotypes with the 
following frequencies: 


Phenotypes Genotype Frequency 
Glaucoma 2:23 1 
Glaucoma 222s I 
No glaucoma iG. 1 
No glaucoma 2G. 1 


By similar reasoning it would seem that, if the man were 
heterozygous for congenital cataract and the woman were 
homozygous for the condition, the expected ratio of occur- 
rence of congenital cataract would be 1 in 2 offspring. 


Doris Schoon, senior medical student 
225 E. Comstock Hall 

University of Minnesota 
Minneapolis 14. 


The above letter was submitted to the consultant who an- 


swered the original inquiry who replied, in part, as follows: The 
senior medical student is entirely correct. The ratio should read 
1 to 2 instead of 1 to 4. The genetic principles involved are 
admirably presented in the student’s letter. 


of Craig, Ala., inquires about removal of impacted ceru- 
men from ears. He does not seem to get much help from 
the answer. My own method does not require any extra- 
ordinary skill. The gummy wax cannot be softened quickly. 
I give the patient an ounce of 5% sodium bicarbonate in 
glycerin and have him instill a few drops three times a day 
for one week, when he is instructed to return. At that time 
the character of the wax is entirely different. It can be 
readily broken up with a gentle stream of water; however, 
I use 1:5,000 benzalkonium chloride (Zephiran) solution. 
The patient suffers no pain, and the ear is thoroughly 


cleaned. Lyman C. Blair, M.D. 
1212 Rothwell St., Houston 10, Texas. 


To THE Epitor:—IJn THE Journal, Aug. 15, 1953, R. T. 


Hood requested information on the removal of impacted 
cerumen from the external auditory canal. The answer to 
his query was hardly satisfactory. For years I have been 
resorting to the use of a solution of 5% sodium sulfate 
with 10% Tide, a modern detergent. A quarter of an ounce 
is given the patient with instructions to drop it in the ears 
several times a day for 24 to 48 hours. After this treatment 
the mass is completely softened and macerated and is re- 
moved by one or two syringefulis of tepid water. All ex- 
foliated epidermis is removed also. While this procedure 
requires a second visit to the office, the danger of abrasion 
of the canal with subsequent infection is entirely avoided 
and the ease of removal is most satisfactory to both patient 


and physician. Jay G. Roberts, M.D. 
1708 N. Garey Ave., Pomona, Calif. 
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